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Abstract
In 2010, it was estimated that the U.S. spent approximately $50 billion to treat chronic
obstructive pulmonary disease (COPD). Nurse-driven interventions are essential in value-based
care. The purpose of this quality improvement (QI) project is to reduce the number of
preventable COPD-related admissions and emergency department (ER) visits by implementing a
telephonic nurse-led evidence-based COPD self-management program. A 50-patient pilot has
been initiated. A pre-and-post test will be used to evaluate the effect on preventable
hospitalizations and ER visits. If the outcomes of the program are unfavorable, a root cause
analysis will be conducted to obtain nursing feedback on perceived barriers to program success.
Patients who have had a preventable utilization following the program will be contacted to
identify any issues that contributed to the utilization to improve the model of care. The evidence
suggests the program will reduce COPD-related inpatient and ER utilization. Neither the
literature nor national organizations recommend a specific self-management program, which
provides little guidance on the optimal way to foster self-care among COPD patients. The
detailed description of our program design using review of the literature and expert panel,
specific delivery components, and evaluation criteria will provide foundational strategies to
reduced COPD utilization.
KEYWORDS: Chronic Illness, Evidence-Based Practice, Self-management
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Glossary
Term

Definition

Source

Accountable Care A network of doctors and hospitals that share financial and

Kaiser Family

Organizations

Foundations

medical responsibility for providing coordinated care to
patients (Gold, 2015).

Ambulatory Care

Those conditions which respond well to interventions

Sensitive

deliverable in community-based healthcare settings and if

Conditions

managed well should not require hospital admission

AHRQ

(Agency for Healthcare Research and Quality, 2001).
Downside risk

Contractual agreements that have providers sharing in the
savings generated from below benchmark spending, but
also responsible for some of the loss if spending is above
the benchmark.

Health

An electronic way for care professionals and patients to

Information

appropriately access and securely share a patient’s medical

Exchange

information electronically, including information about

HealthIT.gov

emergency visits and hospitalizations (The Office of the
National Coordinator for Health Information Technology,
2020).
Medicare Shared

An alternative payment model administered by Centers for

Centers for

Saving Program

Medicare and Medicaid Services that allows providers to

Medicare and

organize as Accountable Care Organizations and holds

Medicaid

them accountable for quality, cost, and experience of

Services
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Medicare fee-for-service beneficiaries. The program has
different tracks for payment arrangements.
Track 1: has no downside risk and up to 50% shared
savings rate.
Track 1+: has a 30% loss sharing rate and up to 50%
shared savings rate.
Basic Track B: Initially starts with up to 40% sharing rate
and incrementally shifts downside risk to the Accountable
Care Organization over the contract’s term (Centers for
Medicare and Medicaid Services, 2021).
Prevention

A set of measures that can be used with hospital inpatient

Quality

discharge data to identify quality of care for ambulatory

Indicators

care sensitive conditions. These are conditions for which

AHRQ

good outpatient care can potentially prevent the need for
hospitalization or for which early intervention can prevent
complications or more severe disease (Agency for
Healthcare Research and Quality, 2001).
Social

The conditions in the environments in which people are

Healthy

determinants of

born, live, learn, work, play, worship and age [that] affect

People 2020

health

a wide range of health, functioning and quality-of-life
outcomes and risks (Office of Disease Prevention and
Health Promotion, 2018b).
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Total cost of care

Refers to all direct and indirect costs associated with a
period of health care coverage.

Triple aim

A framework that described an approach to improve health

Institute for

outcomes and patient experience, while decreasing the cost Healthcare
of care (Institute for Healthcare Improvement, 2021).
Value-based care

Encompasses performance-based payment or
reimbursement tied to indicators of value.

Improvement
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Chapter 1
Introduction
In 2010, it was estimated that the U.S. spent approximately $30 billion in direct health
care expenses and $20 billion in indirect costs to treat chronic obstructive pulmonary disease
(COPD) (Guarascio, Ray, Finch, & Self, 2013). COPD is a progressive disease that includes two
main conditions: emphysema and chronic bronchitis (National Heart, Lung, and Blood Institute,
n.d.). In 2016, COPD was the fourth leading cause of death in the United States (Kochanek,
Murphy, Xu, & Arias, 2017). There are 15.7 million Americans reported as having a diagnosis of
COPD (Center for Disease Control and Prevention, 2018). The following utilization patterns
were observed in the U.S. in 2010 for adults twenty-five or older: 10.3 million physician visits,
1.5 million emergency department (ED) visits, and 699 thousand hospitalizations with COPD
listed as the first diagnosis (Ford et al., 2013). Centers for Medicare and Medicaid Services
(CMS) identifies these utilization patterns as poor-quality outpatient care.
In 2016, CMS included COPD as a Preventable Quality Indicator (PQI) under the
classification of an Ambulatory Care Sensitive Condition. The rationale CMS provided was that
COPD admissions could be prevented with high quality outpatient care, or through early
detection and treatment. CMS believed that proper outpatient treatment and adherence could
reduce the rate of hospitalization (Centers for Medicare and Medicaid Services, 2016). Following
the recommendations of CMS, this project aimed to improve the quality of COPD outpatient care
by piloting a telephonic nurse-led COPD self-management program. The self-management
program expanded usual primary care interventions to include additional telephonic nursing care
to prevent unnecessary healthcare utilization and aligning with value-based care.
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Background on Value-Based Care
Value-based care is a reimbursement model developed by CMS that incentivizes quality
of care over volume of care. Value-based care supports the triple aim framework of improving
quality of care, while reducing the cost of care and improving the patient experience (Centers for
Medicare and Medicaid Services, 2018c). Providers need to shift the care they provide from
reactive treatment to preventing problems before they start. This can be achieved through
preventative care, such as dietary and lifestyle changes that reduce the need for expensive
services, i.e., hospitalization and emergency department (ED) visits. Health care organizations
need to accomplish this work through the implementation of evidence-based care (Cleveland
Clinic, 2019). Value-based care promotes the avoidance of complications from chronic disease
that can lead to expensive services, such as avoidable hospitalizations. The telephonic nurse-led
COPD self-management program that was piloted in this project aimed to provide the
preventative services needed to achieve value-based care in the COPD population.
Aside from cost and utilization, other measures to assess quality of care for patients with
COPD include: quality of life, physical health assessment, mortality, and psychological health
status. COPD can cause physical and mental suffering affecting various aspects of the patient’s
life and family. In 2008, 23% of adults with COPD age forty-five or older experienced activity
limitation from the disease (Office of Disease Prevention and Health Promotion, 2018a). Patients
with COPD have significantly more absentee days (approximately five per year) from work
compared to those without COPD. Patients with COPD are 2.6 times more likely to experience
short-term disability (with eight more disability days per year) than those without COPD (Patel,
Coutinho, & Dalal, 2018). COPD is a costly national problem that must be addressed to improve
quality of life and mortality for those suffering from the disease. Addressing this problem with
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nursing interventions aligns with national efforts to achieve triple aim and value-based care.
Medicare’s Transition to Value-Based Care
In 2010, the Affordable Care Act authorized the Centers for Medicare and Medicaid
Innovation (CMMI). One initiative through CMMI encourages providers to organize as
Accountable Care Organizations (ACOs). The qualified entity agrees to coordinate care,
maintain accountability for the overall cost of care of their attributed beneficiaries, promote
evidence-based care, and report on quality and cost (Centers for Medicare and Medicaid
Services, 2019; Kaiser Family Foundation, 2013). In December of 2018, CMS published a final
rule on the new Medicare Shared Savings Program (MSSP). The rule redesigned the options to
participate by gradually transitioning ACOs to take on downside risk (Centers for Medicare and
Medicaid Services, 2018a).
CMS reported that 12% of Medicare beneficiaries had COPD, dual eligible (Medicare
and Medicaid enrolled) beneficiaries were 1.7 times more likely to have COPD, and the majority
of those with COPD had one or more comorbidities (Centers for Medicare and Medicaid
Services, 2012). Because of the prevalence of COPD and the morbidity burden of those with the
disease, ACOs are highly invested in reducing preventable admissions and ED visits related to
COPD to demonstrate the high-quality outpatient care the ACO delivers. Moreover, value-based
contracting financially incentivizes ACOs to improve the COPD PQI measure. This project
demonstrated the impact of nursing care on quality of care for the COPD population.
Private health plans are transitioning to value-based care models that follow the CMS
shared savings model. Aetna, Anthem, four Blue Cross plans, Cambria, and Kaiser Permanente
have joined the Health Care Transformation Task Force (HCTTF), which was established in
2014 with the goal of facilitating delivery system transformation. The task force members
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committed to having 75% of their reimbursement distributed through value-based payment
arrangements by 2020 (Health Care Transformation Task Force, 2018). In 2016, payers reported
that 58% of their reimbursement models shifted from fee-for-service to value-based care.
UnitedHealth spent $52 billion in 2016 on value-based care. In 2017, there were 184 public
announcements of new payer-provider value-based contracts (Micklos & Sweany, 2017). In
2017, Aetna reported that 50% of their payments were made through value-based contracts. This
was the result of more than 7 million of their members receiving care from providers that have
contracted with the health plan under value-based arrangements. By working with health systems
and ACOs, Aetna has aimed to improve care by focusing on prevention rather than “sick care”
(Aetna, 2017).
Private health plans are treating COPD related emergency department visits and
hospitalizations as an indication of quality of care similar to CMS. Health systems will need to
develop a COPD model of care that provides high quality preventative services to all COPD
patients. This project was implemented in a payer agnostic manner to demonstrate its
effectiveness across all payers. This will help achieve value-based care for the entire COPD
population across any payer contract.
The Nurse’s Role in Addressing COPD in ACOs
ACOs are required to deliver patient-centered care. Nurses’ skills and professional scope
contribute to the successful implementation of patient-centered care. Nurses are at the forefront
of providing care to patients with COPD along the entire progression of the disease, from
prevention to end-of-life. Nurses review information regarding diagnoses, medications, postdischarge care instructions, care choices, and treatment plans to patients and their families.
Nurses can provide needed follow-up to patients between primary care visits by answering
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questions, teaching and monitoring inhaler technique, and assisting with adherence to the
treatment plan. They can assist newly diagnosed COPD patients with self-management,
medication adherence assessment, health literacy assessment, and depression screening. Nurses
can help coordinate referrals between specialists and other services, such as pulmonary
rehabilitation. ACO regulations require such coordination of care across settings, including
outpatient care, hospitals, rehabilitation centers, or home settings. Nurses can provide transitions
of care for COPD patients recently discharged from the ED, hospital, or rehabilitation center
(Fromer, 2011). Nurses promote lifestyle changes, help patients adapt, coordinate care, screen
for and address social determinants of health, and educate about the disease (American Nurses
Association, 2010).
Problem Statement
Current outpatient treatment for COPD is primarily focused on reactive care during acute
episodes, which results in preventable ED visits and hospitalizations. COPD is a major driver of
avoidable health care utilization and cost. If the trajectory continues, the expected cost of COPD
will rise to approximately $50 billion in direct costs in 2020 (Guarascio, Ray, Finch, & Self,
2013). COPD can impact patients physically with disability, mentally with depression, and
socially with relationship burden (Gardener, Ewing, Kuhn, & Farquhar, 2018; Matte et al., 2016;
Thornton Snider, et al., 2012).
In an observational study of 201,993 adults who received primary care in an ACO, the
prevalence of COPD was 6.9 per 1000 annual incident rate per year. COPD accounted for 34%
of annual deaths (Lynch, Fox, DePietro, & Cobden, 2015). The results of the study demonstrated
the importance of each ACO understanding the burden of COPD within their population and
developing a strategy to reduce COPD exacerbation, slow disease progression, and prevent
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avoidable healthcare utilization. Chapter 2 describes the burden of COPD in the Mount Sinai
ACO, where the project was implemented.
Significance of Addressing the Problem
Nurses have an opportunity to demonstrate the effectiveness of their interventions in
improving the health outcomes of patients with COPD and reducing avoidable hospitalizations
and emergency department visits. Registered nurses can reduce reactive care through the
promotion of self-management and the mitigation of the barriers to self-management that COPD
patients experience (Howcroft, Walters, Wood‐Baker, & Walters, 2016; Lenferink et al., 2017;
Zwerink et al., 2014). Nurse-driven interventions can play a central role in value-based care and
ACOs’ strategies to reduce cost of care and improve quality of care for patients with COPD. This
aligns well with value-based national healthcare trends that promote prevention, screening, and
better illness self-management among those with chronic illness. A nursing-driven COPD selfmanagement program can demonstrate a positive return on investment in the new value-based
payment models and possibly stem the rising costs of COPD care. The purpose of this project
was to reduce the number of preventable admissions and ED visits for patients with COPD by
implementing an evidence-based self-management program. The nursing interventions
incorporated in the program have evidence supporting their effectiveness in reducing healthcare
utilization and COPD exacerbation.
Chapter 2
Review of the Literature
The focus of the literature search was to identify treatment guidelines and nursing
interventions that could be implemented to prevent unnecessary health care utilization. The
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interventions were limited to those that can be done telephonically due to operational constraints
described later in the chapter. Interventions designed to improve self-management were
identified as an effective intervention to achieve this project’s aim of reducing preventable
COPD related ED visits and hospitalizations. The literature search identified the domains and
subcategories to incorporate in the telephonic self-management program that will be piloted in
this project.
Search Strategy
Databases. For peer-reviewed literature, four databases were searched: Scopus,
OVIDMedline, PubMed, and Google Scholar. The Centers for Disease Control and Prevention
(CDC) and the Global Initiative for Chronic Obstructive Lung Disease (GOLD) websites were
reviewed for pertinent fact sheets, data and statistics, and resources. These websites provide
specific resources for providers along with national guidelines.
Search Terms. The search was designed to find existing literature on ambulatory nurse
led COPD care management programs. The following search strategy was used in Scopus and
PubMed. COPD search strategy included the following search terms “(chronic AND obstructive
AND pulmonary AND disease) OR (respiratory AND disease) OR (pulmonary AND disease)
OR (comorbidity).” Outpatient care search terms included “(primary AND care) OR (ambulatory
AND care) OR (longitudinal AND care) OR (telephonic AND care) OR (telemedicine).” Care
management search terms included “(nurs*) OR (care AND management) OR (case AND
management) OR (community AND health AND workers).” Additional search terms to identify
intervention and patient goals included “(goal*) OR (plan AND of AND care) OR (disease AND
plan) OR (health AND plan) OR (action AND plan) OR (nurs* AND care AND plan).” Articles
published prior to 1995 were excluded because of the robust literature available in most recent
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years.
OVIDMedline search strategy auto exploded and included all subheadings for the
following terms: “pulmonary disease, chronic obstructive,” OR “chronic disease” OR “lung
disease” OR “comorbidity.” Outpatient care terms auto exploded and included all subheadings
for the following terms: “preventative medicine,” OR “telemedicine,” OR “ambulatory care,”
OR “primary health care,” OR “telephone,” OR “telemedicine.” Nursing was searched with the
following key words auto exploded with all subheadings included: “nursing,” OR “community
health workers,” OR “patient care team,” OR “case management,” OR “case managers,” OR
“nurses.” Program was searched using the following key words auto exploded with all
subheadings: “goals,” OR “health planning,” OR “disease management,” OR “health
promotion,” OR “patient education,” OR “patient care planning.”
Further searches were conducted as relevant themes emerged. COPD search strategy was
utilized with additional key words: depression, anxiety, low socioeconomic status, isolation,
social support, adverse childhood events, housing, legal, social determinants of health, and
barriers. These searches were narrowed further from articles dated from 1995 to those dated after
2013. This was chosen given the focus on finding recent literature and the robust availability of
current literature. In addition, articles were identified through the searched databases’
recommendation of similar articles and references within articles.
Summary of Evidence
Synthesis of the evidence revealed several concepts related to the care of patients with
COPD including: medical treatment and guidelines; self-management; and barriers to selfmanagement. In the following review of the literature section the GOLD COPD guidelines are
reviewed first, as they are the existing medical treatment guidelines. Next, self-management and
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telephonic care management are reviewed to identify relevant interventions that can be provided
by nurses to address the problem. The final section reviews the barriers to self-management that
COPD patients experience that impact their ability to self-manage.
Existing Medical Treatment Guidelines
This section will review the existing medical treatment guidelines. The Global Initiative
for Chronic Obstructive Lung Disease (GOLD) was started in 1997 as a collaboration with the
National Heart, Lung, and Blood Institute, National Institutes of Health, and the World Health
Organization (WHO) to improve prevention and treatment of lung disease. In 2019, GOLD
updated and published the global guidelines for COPD diagnosis, management, and prevention.
The guidelines are based on the strongest current scientific evidence and are intended to be used
in all clinical settings (outpatient and inpatient care). The scope of interventions described range
from broad (self-management) to narrow (specific medication algorithms). The guidelines are for
providers. The nurse’s role is not explicit; but many recommended interventions are nursing
based. GOLD only mentions the nursing discipline once, while describing the results of a study
on self-management coaching. The guidelines never recommend nurses to conduct interventions
even though there is adequate support from the literature to highlight the role of nursing.
The Guidelines describe all screening and diagnostic options related to health and
physical assessment, blood work, and imaging. The diagnostic criteria for COPD are a postbronchodilator forced expiratory volume at 1 second (FEV1) divided by the forced vital capacity
(FVC) < 0.70 with dyspnea, chronic cough or sputum, and exposure to risk factors. The severity
of airflow limitation defines the spirometric grade 1 to 4 (mild to very severe). Severity
classification is defined by specific spirometric cut-points: FEV1 ≥80% predicted as mild, FEV1
≥50% and <80% predicted as moderate, FEV1 ≥30% and <50% predicted as severe, and FEV1 <
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30% predicted as very severe.
COPD Assessment Test (CAT), a shortened health status assessment tool, and Modified
British Medical Research Council (mMRC) Questionnaire, a tool to measure dyspnea, are used
to classify symptom burden and risk for exacerbation. The symptom burden and risk assessments
provide a patient grouping A to D, with A being the least severe (Global Initiative for Chronic
Obstructive Lung Disease, 2019). The letter grouping provides the basis for pharmacological
treatment guidelines.
•

Group A is recommended to receive bronchodilators.

•

Group B is recommended to receive long acting bronchodilators, long-acting beta2agonists (LABA), or long-acting antimuscarinic antagonists (LAMA).

•

Group C is recommended LAMA.

•

Group D is recommended LAMA, LAMA and LABA, or inhaled corticosteroids and
LABA, depending on symptoms and blood eosinophil count (Global Initiative for
Chronic Obstructive Lung Disease, 2019).

Each pharmacological intervention is reviewed for action, indications for use, and adverse
side effects. Each medication has the supporting literature footnoted for the findings around the
drug’s use. Concrete pharmacological recommendations are easy to follow with clearly displayed
algorithm charts.
The guidelines recommend treatment of mild exacerbations with short acting bronchodilators
(SABDs) only, more commonly described as short acting beta-agonists (SABA). Moderate are
treated with SABDs and antibiotics, and/or oral corticosteroids. Severe exacerbations are defined
as acute respiratory failure. Two or more exacerbations per year are indicators of high risk for
future exacerbations.
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Nutritional support, oxygen therapy, ventilator support, interventional bronchoscopy, and
surgery are recommended for discretely identified levels of COPD severity and stability. An
entire section of the guidelines is devoted to the management of exacerbation. The guidelines
provide summary tables, grouping of findings, and a table of contents for efficient use and
navigation.
Smoking cessation is identified as having the greatest influence over the progression of
the disease. The guidelines review the research findings on pharmacological therapies for
smoking cessation, with a risk/benefit analysis. Major findings related to non-pharmacological
interventions, including behavioral therapy, are summarized. Pharmacological and behavioral
interventions for smoking cessation combined are noted to be more effective than either strategy
alone. Moreover, the guidelines note that the intensity of counseling has a positive correlation
with cessation. However, no recommendations are made regarding the number or duration
counseling sessions. In 2019, GOLD guidelines included a recent review of literature
demonstrating an association of vaping and e-cigarette use with lung injury. The guidelines
recommended that health care providers screen for and address the use of these products among
COPD patients to decrease the rates of lung injury, but they do not offer recommendations for
strategies to address the problem (Global Initiative for Chronic Obstructive Lung Disease, 2019).
GOLD also makes vague recommendations for non-pharmacological interventions such
as self-management. Self-management programs are recommended due to their effectiveness.
However, no single self-management program nor rehabilitation program is suggested.
Heterogeneity of self-management interventions (e.g., intervention components, duration)
described in the research literature was identified as the reason for the lack of consensus on
optimal self-management support strategies. Education alone was identified as insufficient
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(Global Initiative for Chronic Obstructive Lung Disease, 2019).
The GOLD guidelines include few mentions of nursing interventions for support of
COPD patients. This may be the result of the omission of nurses on the committee’s expert panel
as well as their exclusive reliance on PubMed for literature updates, which may have limited
their review of literature from the nursing field.
Another gap in representation to help inform the non-medical treatment of COPD was
that of patients, whose views and preferences were not captured in these guidelines. Selfmanagement requires the patient’s perspective, and certainty that patients can follow the
programs. Lacking the patient’s voice also leaves a gap in identifying how social determinants of
health play a role in treatment. Understanding the patient’s experience living with COPD and the
psychosocial drivers that impacted their ability to self-manage could further inform the
guidelines. A behavioral therapy technique was not specified for this population to address
lifestyle changes, such as medication adherence, needed to prevent exacerbation.
The guidelines did not address implementation or barriers for their operationalization.
Outcome tracking, such as hospitalization rates, and measures of success for guideline
compliance were not established. Individual interventions were linked to outcomes found in
literature, but implementation and compliance with the entirety of the guidelines was not linked
to outcomes. There was no discussion on the resource needs, such as nursing, to help implement
many of the interventions. Health economics were not considered in the development of the
guide.
Implications for Nursing. Nurses need to provide self-management support that is
consistent with the care recommendations of the GOLD guidelines. Nursing can help with the
education and behavioral changes needed in this population. Nurses educate patients about their
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disease, signs and symptoms of exacerbation, medication use and interactions, and perform
medication reconciliation. Therefore, nurses must be knowledgeable in the disease progression,
treatment protocol, and exacerbation management described in the GOLD guidelines. Nurses can
provide the behavioral counseling for smoking cessation. The GOLD guidelines detail
recommendations on the use of influenza and pneumococcal vaccines. Nurses can coordinate
these preventative services for their patients as part of a self-management program. Nursing-led
self-management programs can be evaluated on their effectiveness in achieving value-base care
for COPD patients. The global guidelines provide scant guidance on the optimal way to provide
these services. Further literature review is required to identify the components of COPD selfmanagement.
Self-Management
This project focuses on a patient self-management program. This section reviews the
evidence in support of this intervention and identifies the elements for the program. The GOLD
guidelines identify self-management support interventions as effective for decreasing
hospitalizations and emergency department visits and improving health status of patients with
COPD. The guidelines state that self-management interventions should promote behavioral
change and complement education provided about the disease and treatment (Global Initiative
for Chronic Obstructive Lung Disease, 2019). Self-management programs must incorporate tasks
related to the medical or behavioral treatments, role management, and emotional management
(Grey, Schulman-Green, Knafl, & Reynolds, 2015). Role management is changing the way one
participates in activities. Emotional management is the ability to manage the emotions (e.g.
anger, fear) that come with having a chronic condition.
Lorig and Holman (2003) defined self-management as an individual’s responsibility for
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day-to-day management of his or her chronic illness and engagement of health promoting
activities. The individual must be an active participant in his or her treatment. They describe
three tasks associated with self-management: medical management, behavioral change, and
emotional management. Medical management includes tasks, such as medication and diet
adherence. Behavioral management requires maintaining, changing, or creating day-to-day
activities to adjust to the needs of the chronic illness. Emotional management is the ability to
control feelings, such as anger, that are experienced. Five core self-management skills have been
identified: problem solving, decision making, resource utilization, forming a partnership between
the provider and patient, and acting (Lorig & Holman, 2003). Bodenheimer and Abramowitz
(2010) identified seven activities to support self-management: giving information, teaching
disease-specific skills, negotiating healthy behavior change, providing training in problemsolving skills, assisting with the emotional impact of having a chronic condition, providing
regular and sustained follow-up, and encouraging active participation in the management of the
disease.
Bratzke, et al. (2015) identified factors associated with self-management prioritization
and decision making for adults with multimorbidity. Patients’ preferences and beliefs were
important in decision making regarding self-management. Patients’ perceptions of the benefit
and difficulty of tasks were a driver in prioritizing self-management activities. Lack of resources
was central to priority setting and decision making in self-management. Treatment side effects,
complexity of regimens, communication with providers, and contradictory information from
providers were also identified as potential barriers or facilitators to self-management (Bratzke, et
al., 2015). Nurses need to understand the prioritization and decision-making factors for selfmanagement to assist in developing tailored plans for COPD patients. These findings are
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important to understand for the COPD population as many have multiple chronic conditions in
conjunction with their COPD (Global Initiative for Chronic Obstructive Lung Disease, 2019).
Patients prioritize the illness that they perceive to be most burdensome or uncontrolled.
Understanding if COPD is a priority for the patient would be important to individualize his or her
self-management program.
Systematic reviews have identified interventions that promote better self-management as
an effective strategy to control COPD in the community (Howcroft, Walters, Wood‐Baker, &
Walters, 2016; Lenferink et al., 2017; Zwerink et al., 2014). Program variation (e.g., intervention
components, duration) was identified as a gap, which provides little guidance on the optimal way
to implement these programs. Interventions, number of interactions, and other operational
components of the programs varied. The literature did not recommend a specific program. All
self-management programs included COPD action plans and were not solely education based
(Baker & Fatoye, 2017; Howcroft, Walters, Wood‐Baker, & Walters, 2016; Lenferink et al.,
2017; Zwerink et al., 2014). Hosseinzadeh and Shnaigat (2019) found that COPD selfmanagement programs in primary care settings had a positive effect on behaviors such as
medication adherence, physical activity, and smoking cessation. Long, Howell, Peters, and
Blakemore (2019) conducted a systematic review and meta-analysis on the impact of health
coaching in improving health-related quality of life (HRQoL) and reducing hospital admissions.
The researchers found no difference in all-cause hospital admissions but did find that health
coaching was effective in reducing COPD related hospitalizations.
Jolly, et al. (2016) identified education as an important element of COPD selfmanagement. The systematic review found that education required behavioral strategies coupled
with it. Most studies implemented multiple behavioral change strategies, which makes it difficult
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to evaluate the effectiveness of any single behavioral intervention. Multicomponent interventions
improved HRQoL, while having little effect on overall hospitalization rates. The variation of
interventions in multicomponent self-management programs made it difficult to extrapolate the
effect of any grouped interventions (Jolly, et al., 2016).
The literature identified key components to be incorporated in a self-management
program: education, action plans, and three behavioral changes (medication adherence, physical
activity, and smoking cessation). These components align with the recommendations in the
GOLD guidelines. Since no single self-management program has been identified as most
effective, organizations need to review the literature for best practices and incorporate them into
their programs.
In 2019, the Journal of the American Medical Association retracted the findings from
Aboumatar & Wise (2019), because the results for the control group and intervention group were
reversed. In the retraction, the authors identified that there was an increase in hospitalizations
and emergency department visits with the intervention group, those receiving self-management
services. It was speculated that the intervention raised awareness for some patients of their
COPD that led them to seek acute care more readily. This insight will require future programs to
consider ways of mitigating such outcomes by working closely with urgent care centers. The
speculation that patients sought care more readily leaves a gap in their outcome findings. The
researchers did not measure the severity of exacerbation or length of hospital stay in the control
group compared to the intervention group.
The literature review identified that a COPD self-management program should include
medical management, which includes the GOLD guidelines, written action plans, and education.
A COPD self-management program should incorporate behavioral changes related to medication
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adherence, physical activity, and smoking cessation. Another aspect of a COPD program should
be assisting patients to cope with their COPD and related emotions. Successful COPD selfmanagement programs will screen for and remove barriers patients experience related to
managing their chronic condition.
Telephonic Self-Management. Studies found that telephonic interventions improve
healthy behaviors, such as physical activity and self-efficacy, for patients with chronic illnesses
(Dennis, et al., 2013; Hammersley, Cann, Parrish, Jones, & Holloway, 2015). Similar results
were found by Coultas, et al. (2018) who investigated the impact of telephone-based health
coaching on increasing physical activity for patients with severe COPD. Dennis, et al. (2013)
identified that telephonic interventions had the highest impact on vulnerable populations (low
SES, culturally and linguistically diverse background, and/or living in remote areas). The authors
explained that health coaching assisted vulnerable populations to access care and address barriers
to self-management (Dennis, et al., 2013). Wennberg, Marr, Lang, O'Malley, and Bennett (2010)
applied a risk algorithm to identify patients for inclusion into their telephone-based intervention
group. The results of the study showed a reduction in total cost of care and hospital admissions.
The literature identified risk stratification as an important implementation process to ensure
interventions are being applied to impactable populations to achieve desired outcomes
(Wennberg, Marr, Lang, O'Malley, & Bennett, 2010).
Walter, et al. (2013) measured the effects of telephonic health mentoring by nurses to
increase self-management and improve quality of life and psychological well-being of patients
with COPD. Telephonic mentoring improved self-management efficacy and knowledge but did
not improve quality of life. Jolly, et al. (2018) studied the effectiveness of nurse-led telephonic
health coaching for patients with mild COPD. The interventions in this study included written
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material, six telephone calls from nurse coaches, a pedometer, and a self-monitoring diary. The
aims of the interventions were to support smoking cessation, increase physical activity, correct
inhaler technique, and improve medication adherence. There was no difference between the
intervention group and the control group for improvement in HRQoL and smoking cessation.
Patients in the intervention group reported higher confidence in self-management. The
intervention group had an increase in physical activity at 6-month follow-up, but not at 12-month
follow-up. Low patient acuity may explain the results, since the group might not need these
interventions at this stage of their disease (Jolly, et al, 2018).
The literature supports the effectiveness of telephonic self-management programs that
would target high risk patients. The literature review found multiple studies on the effectiveness
of individual interventions, such as smoking cessation or exercise, to improve outcomes for
patients with COPD. There was no study that identified the most effective interventions and
created a comprehensive care plan with those required interventions. Telephonic interventions
have been effective in achieving behavioral change, self-efficacy, and knowledge (Coultas, et al.,
2018; Dennis, et al., 2013; Hammersley, Cann, Parrish, Jones, & Holloway, 2015; Walter, et al.,
2013; Wennberg, Marr, Lang, O'Malley, & Bennett, 2010). High risk patients are defined with
different parameters in the literature and some studies have used proprietary algorithms.
Organizations may choose to define high risk differently, but the literature supports a
stratification method to target patients. With limited resources, ACOs would want to identify
their highest risk or most vulnerable patients to include in a self-management program.
Coventry, et al. (2019) conducted a qualitative study to explore why and how people with
mild COPD engaged in self-management activities following exposure to telephonic coaching
interventions. This was the first study that sought to understand the decision-making process of
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patients after the intervention period. Three themes emerged from patient interviews: motivation,
mechanism, and maintenance. Motivation helped patients counteract previously held negative
attitudes and experiences about their disease by untangling prior understandings and experiences
of COPD. Motivation was used to slow progression of the disease and maintain activity.
Mechanisms were described as pathways to change. Goal setting was a principal tool, while
action planning was a minor theme. Maintenance was the ability to apply behavioral change into
the day-to-day environment of the patient (Coventry, et al., 2019). Patients that do not experience
motivation, mechanism, and maintenance in a self-management program may only partially
adopt the program and not demonstrate a long-term impact on health care utilization. Selfmanagement programs should incorporate the findings of this study to achieve full patient
engagement and desired outcomes.
The impact of telephonic coaching on overall health care cost is unclear. The variation of
results (significant difference between the intervention group and control group on the desired
outcomes) between studies can be explained by the differences in program design: differences in
individuals providing the intervention, length of intervention, time spent speaking with
participants, and framework. Some studies described the control group receiving some elements
of care that the intervention group was receiving. This could have improved outcomes for the
control group, which would result in less of a difference between the two groups (Dennis, et al.,
2013; Hammersley, et al., 2015; González-Ortega, Gené-Badia, Kostov, García-Valdecasas, &
Pérez-Martín, 2016). Not all studies target the highest risk patients, which could result in less of
an impact observed. Barriers to self-management and social determinants of health were only
addressed in one study. The following section reviews the barriers to self-management that
impact the patient’s ability to fully adopt self-management skills. This project is designed to
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mitigate those barriers to achieve better patient outcomes.
Barriers to Self-Management
Drisler, Gallagher and Davidson (2012) developed a model of conceptual elements of
self-management in COPD. The model included two overarching themes, personal determinants
and provider determinants. Personal determinants were comprised of subcategories of physical
determinants (dyspnea, functional impairment, and energy conservation), psychological
determinants (illness perception, anxiety, depression, hope, self-efficacy, and sense of control),
social determinants (social isolation, loss of social role, social support, health literacy, and
socioeconomic status), and existential determinants (meaning of life and spirituality/religiosity).
Provider determinants related to one’s ability to have access to resources and one’s relationship
with the provider.
In Gardener, Ewing, Kuhn, and Farquhar’s (2018) review, thirteen domains of support
needs to help patients manage life with COPD were identified and mapped to three overarching
categories of physical, psychological, and social needs. The first two domains were to understand
the disease and to manage symptoms and medication. The third domain was how to live a
healthier life that included exercise and smoking cessation. The fourth through seventh domains
were managing feelings and worries, living positively with COPD, thinking about the future, and
addressing anxiety and depression. The eighth domain was practical support, which was
described as needing help with activities of daily living. The ninth domain was finance, legal,
and housing. The tenth domain was family, close relationships, and the resulting strain the
disease puts on these relationships. The eleventh domain was social life and preventing
loneliness and isolation. The twelfth domain was independence. The thirteenth domain was
navigating services (Gardener, Ewing, Kuhn, & Farquhar, 2018).
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Domains one to three match the GOLD recommendations and evidence to include
education and behavioral interventions for patients with COPD. Domains four to seven support
the necessity for nurses to screen their patients for emotional wellbeing and refer them to
resources for assistance. The eleventh domain supports the need for self-management programs
to include screening and addressing social isolation that might be present in this population. With
limited resources, programs may not be able to address all domains identified. Self-management
programs should include screening patients for social determinants of health that are modifiable
and can potentially pose as a barrier to self-management. Nurses can screen patients for needs
and refer them to social services, care coordination, and/or other community-based services that
can assist them as part of a self-management program.
Social Determinants of Health. Social determinants are the conditions (social,
economic, and physical) with which individuals live that affect their health, function, and quality
of life. Examples of social determinants include access to health care, socioeconomic status
(SES), education level, gender, and social support (Office of Disease Prevention and Health
Promotion, 2018b). Social determinants of health, such as adverse childhood events, social
support, and SES, emerged as important aspects to consider in caring for patients with COPD.
These elements impact the ability of patients to self-manage their disease.
Many of these factors are not modifiable by nursing, such as gender. Access to health
care and social support are modifiable and were identified as barriers to self-management.
Nurses can play a pivotal role in addressing the social determinants of health to improve patient
outcomes. These aspects will impact the patient’s ability to self-manage the disease. Nurses need
to screen patients and identify modifiable factors that may pose as barriers to self-management
and then help address them.
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Nurses have an obligation to address barriers facing patients with COPD that affect their
overall health and health outcomes. Evidence has shown that unmet social needs negatively
impact health outcomes. Addressing social determinants of health is part of a nurse’s obligation
to promote wellness. There is evidence to support that addressing social determinants of health
can help reverse the negative effects they have on an individual’s health. CMS has recommended
that all Medicare and Medicaid beneficiaries be screened for social determinants of health.
Unaddressed needs not only result in poor health outcomes, but in higher healthcare costs
(Billioux, Verlander, Anthony, & Alley, 2017). Nurses can link patients to available resources in
the community to help remove barriers to self-management for the patient. This would help
improve the effectiveness of the nurse-led self-management program.
Anxiety and Depression. The GOLD guidelines (2019) identified anxiety and
depression as two comorbidities that were associated with a poor prognosis for patients with
COPD. GOLD recommends treating anxiety and depression with usual care. Further literature
review shows rates of depression in COPD patients varied widely between studies, ranging from
10% to 42% in those with stable COPD. COPD severity was linked to increased risk of
developing depression. Patients with COPD were more likely to develop anxiety or depression
compared to those without COPD and those patients with anxiety and depression have been
associated with increased risk of death, exacerbation, hospitalization, and readmission compared
to those without anxiety and depression (Harryanto, 2018; Matte et al., 2016; Willgoss &
Yohannes, 2013; Yohannes, Kaplan, & Hanania, 2018). Higher anxiety and depression
positively correlated with worsening HRQoL (Sarma & Konwar, 2015). Nurses can ensure
proper screening and recognition of anxiety and depression and assist with the proper diagnosis
and treatment of anxiety and depression. Nurses can also refer patients to social work for
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counseling.
Social support. There has been little research on the impact of social support for patients
with COPD. Disler, Gallagher, and Davidson (2012) found that lack of social support has been
linked to poor health outcomes in patients with chronic illness. The authors found that the lack of
social support was identified as a barrier to self-management. The authors linked social support
to mental health and self-efficacy. The article found that loneliness was associated with
depression, poor health outcomes, disability, and poor quality of life. Management of COPD is
integrated into the relationships that COPD patients have with their caregivers and family
(Disler, Gallagher, & Davidson, 2012). Social networks can increase patients’ confidence in their
ability to manage the disease (Barton, Effing, & Cafarella, 2015; Chen, Fan, Belza, Pike, &
Nguyen, 2017; Lenferink, van der Palen, & Effing, 2018). High risk patients reported emotional
distress, social isolation, expressed difficulty accessing providers, and needed assistance with
navigating services. Poor social support and uncontrolled behavioral health was found to
aggravate medical conditions (Ryan, Abrams, Doty, Shah, & Schneider, 2016). Understanding
coping strategies and their impact on outcomes for patients with COPD can help nurses address
the psychosocial needs of this population. Patients that adopt positive coping strategies adjust
well to living with their disease and have a higher quality of life. Maladaptation has
consequences for behavioral, psychological, and emotional dysfunction (Brien, Lewith, &
Thomas, 2016). Nurses can coordinate referrals to social workers who can help address isolation
and provide emotional support to patients with COPD. Social workers can link patients to
resources in the community. This project will incorporate screening for barriers to selfmanagement and provide referrals to resources to help patients address those barriers.
Paradise, Dryden, Elvin, Fisher, Touw, Trumble, and Batalden, M. (2020) described how
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an ACO incorporated patient input into their disease management program. Through patient
interviews, the researchers were able to identify key findings and implications for program
design. The first key finding was that exacerbations are incompatible with primary care services,
required reliance on 911, and considered the use of rescue packs to help fill the gap. Key
findings related to medication challenges provided implications to incorporate a pharmacist into
the program. Findings related to resignation and shame about the illness led to the incorporation
of depression and anxiety screening into the program. The researchers incorporated COPD
specific scripts and tools into care plans. Daily limitations were another finding from the patients
interviews which led to an expansion of home care services for the population. The last key
finding the authors described was transportation as barrier that led the to partnerships between
the ACO and various transportation agencies.
Organizational Description and Analysis
Mount Sinai Health System is a not-for-profit health system located in the five boroughs
of New York City and Nassau County. The system is comprised of eight acute care facilities and
more than 7,000 primary and specialty physicians. The physicians are part of a clinically
integrated network. Mount Sinai Health Partners (MSHP) is the population health department of
the health system. Mount Sinai’s ACOs are operated and managed by MSHP. This department is
responsible for the value-based contracts that the health system executes. The department
supports the primary care physicians in achieving quality outcomes and reducing the cost of care.
MSHP embraces population health management and new payment models that reward valuebased care (Mount Sinai, 2019). In 2015, the health system voiced its commitment to population
health with an advertisement that read: “If our beds are filled, it means we’ve failed” (Stone &
Gandhi, 2015). This project fits into the organization’s mission to reduce hospitalizations and
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maintain patients in the community.
Mount Sinai and Value-Based Care
In 2013, the Mount Sinai Health System elected to participate in the Track 1 Medicare
Shared Savings Program (MSSP) ACO. It signed its second three-year agreement with CMS in
2016. In 2018, Mount Sinai was accepted into the MSSP Track 1+ model and created a second
ACO. The Track 1+ model will place limited downside risk on Mount Sinai. When Mount Sinai
added South Nassau Community Hospital to the system in 2018, that hospital was participating
in a Track 1 MSSP program.
As of July 1, 2019, the system signed a new contract with CMS. The new MSSP contract
combined all three MSSP ACOs into one and will span from July 1, 2019 to December 30, 2024.
Mount Sinai is under Basic Track B. In 2019 and 2020, Mount Sinai had no downside risk under
the contract. Starting in 2022, Mount Sinai will be required to share in downside risk (Centers for
Medicare and Medicaid Services, 2018a).
Mount Sinai has additional value-based contracts with insurers. Mount Sinai is at full risk
for approximately 175,000 Healthfirst patients. Mount Sinai has taken on downside risk with
many Medicare Advantage plans, including Humana, Empire, Aetna, and United. In January of
2019, Mount Sinai entered into a joint venture with Bright Health to start its own health plan. By
2021, Mount Sinai expects to take on downside risk for an additional 40,000 lives. Mount Sinai
also has value-based arrangements with commercial and Medicaid health plans. This highlights
the importance of chronic disease management, high quality outpatient care, and prevention over
volume for the organization. Each value-based contract is with MSHP as the health system’s
ACO division.
Mount Sinai’s ACO COPD Trends. In 2018, Mount Sinai’s MSSP contract had 219
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COPD related admissions with a cost of $2.8 million. Throughout the other value-based
contracts, Mount Sinai’s ACO had 340 COPD related hospitalization with a cost of $3.5 million.
Based on the most recent claims run-out for Q1 of 2019, the MSSP program had 93 COPD
related hospitalizations with a $1.1 million cost. This accounts for 11% of all MSSP Q1 2019
preventable admissions. For the other contracts, Mount Sinai’s ACO had 124 COPD related
admissions with a cost of $1.6 million. 2018 and 2019 MSSP data showed COPD/asthma as the
2nd highest admitting diagnosis out of the preventable quality indicators. It was the 3rd highest
cost of all preventable quality indicators.
In 2018, the MSSP had 336 respiratory related ED visits for COPD patients and 897 for
COPD patients attributed to Mount Sinai through the other value-based contracts. The total cost
of these ED visits was $1.06 million. From January 1, 2019 to April 30, 2019, there were 298
respiratory related ED visits for patients with COPD that are attributed to Mount Sinai through
various value-based contracts and 108 for MSSP patients. This project piloted a selfmanagement program for patients with COPD to help prevent these avoidable hospitalizations.
This program can be adopted as standard care for all COPD patients in the ACO to achieve better
financial and clinical outcomes. This project helped MSHP develop a self-management program
for patients with COPD to address preventable utilization in this population. The nurse-led
telephonic self-management program is anticipated to help reduce the number of preventable
respiratory related hospitalizations and emergency department visits across value-based
contracts.
Project setting. The organization has made significant investments into the MSHP
department by hiring over 400 full-time equivalent staff members over the last five years. The
system has invested over $100 million in information technology and services for MSHP to
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enable the department to manage populations. In 2018, the physician compensation model was
changed to an outcome-based model. The model requires physicians to achieve certain quality
goals; one of them focuses on improving the COPD PQI measure. There has been leadership
commitment to standardize and improve the care processes for chronic illness and specialty care.
Within MSHP there is a care management department which is aligned with the primary
care physicians in the clinically integrated network. The department is an extension of those
practices and has nurses, social workers, care coordinators, registered dieticians, and
pharmacists. There are 15.8 full-time equivalent nurses. This project leveraged the nurses in this
department to implement a nursing-led telephonic self-management program for patients with
COPD. The nurses are assigned to a set of primary care physicians and are responsible to
manage the patients attributed to those physicians as part of the ambulatory care model. The
nurses have been providing telephonic outreach to patients to conduct transitions of care post
hospitalization. There was a need to shift their work from the reactive care post hospitalization to
a proactive approach in disease management. The nurses needed to engage patients in managing
their disease to prevent hospitalizations and emergency visits. The project shifted the work
assignment from focusing on patients that are currently hospitalized to those that are in the
community. The nurses are managed by two managers, who report directly to me. I reported the
progress of this project to the Chief Medical Officer (CMO), Robert Fields, of MSHP.
Justification for telephonic model. The interventions identified will have to be
implemented telephonically due to union requirements and New York State Department of
Health regulations. The nurses in the care management department of MSHP are unionized under
the New York State Nurses Association bargaining agreement. Mount Sinai Health System has
another union contract with 1199. Embedding our nurse care managers into the practice to
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provide interventions face-to-face with patients is not operationally feasible due to the variation
of union and non-union statuses across the practices. By regulation under New York State
Department of Health Article 36, home visits must be conducted through a certified or licensed
home care agency. The nurses are employed under hospital licensure (New York State
Department of Health Article 28) that does not permit them to conduct home visits (The New
York State Senate, n.d.). Limitations to this model included the inability for nurses to observe
patients’ inhaler technique and conduct inhaler training. When patients required inhaler training,
nurses leveraged upcoming appointments and alert staff to educate the patient during the visit or
initiated a home care referral.
Goals and Aims
The goal of this project was to reduce potentially avoidable hospitalizations and
emergency department visits for COPD exacerbation. This project initiated a nursing-led
telephonic self-management program for COPD patients. The program’s interventions addressed
the medical (education and action plans), behavioral (medication adherence, physical activity,
and smoking cessation), and social (depression, anxiety, and social isolation) needs of the
patients. The program targeted high risk COPD patients within the ACO to achieve highest
impact.
Aim 1: Create a telephonic COPD self-management program based on review of the literature
and an expert panel using the creation of domains and subcategories to support the strategies for
assessment, intervention, and care plan.
Aim 2: Implement a telephonic COPD self-management program with a 50-patient pilot
Aim 3: Evaluate the telephonic COPD self-management program.
3a) Develop a mechanism to evaluate the program on reduction of COPD and
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respiratory-related hospitalizations and emergency department visits for the 50
patients.
3b) Obtain feedback from the nurses involved in the pilot on the successes and
perceived barriers of the program.
Chapter 3
Introduction
The purpose of this DNP project was to implement a nurse-driven telephonic selfmanagement program for patients with COPD in Mount Sinai’s ACO to reduce preventable
admissions and emergency department visits. This was accomplished through the
implementation of best practices identified in a review of literature for nursing-led telephonic
self-management programs for patients with COPD. The project site was the MSHP Care
Management Department and the population was COPD patients at high risk for hospital
admission. The project was developed in collaboration with the ACO’s Chief Medical Officer
(CMO), Care Management leadership, leaders of the health system’s Epic electronic medical
record, and the ACO’s analytics department.
Project Framework
Donabedian’s framework established a model that is the foundation of quality
improvement (Donabedian, 1988). Concepts in the model are structure, process, and outcome.
Structure refers to the attributes of the setting in which care occurs. These include material
resources, human resources, and organizational structure. Process refers to the activities
associated with giving and receiving care. Outcome refers to the effect of care on the health
status of the patient. The model described how structure impacts the process which impacts the
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outcome. Aim 1 of the project supported the structure. Aim 2 supported the process. Aim 3
supported the outcome as demonstrated in Figure 1.
Figure 1 Structure, Process and Outcome Model for COPD Quality Improvement Project
(Donabedian 2005)

Structure

Process

Outcome

•Integrated Health Care System Value-Based Care
•Administrative Support, Analytic Resources, Nurse Driven Care Coordination with Interdisciplinary
Providers
•Collaborative Development of Evidenced Based COPD Self-Management Program

•Nurse-Led Telephone Delivery of Self-Management Program for High Risk Patients with COPD
•Six weekly Patient-Nurse Encounters followed by Community Health Outreach every two weeks over
next 6 weeks.
•Reinforcement of Individualized Plan of Care, Goals, and Adherence
•Referrals to Interdisciplinary Providers and Agencies

•Collect Data from Nurse Care Coordinators on Acceptability and Feasibility of Program Implementation
•Analysis of Claims and HIE Data for COPD hospitalizations and Emergency Room Visits for 12 months
prior to Program Implementation
•Analysis of Claims Data for COPD hospitalizations and Emergency Room Visit for 12 months following
Program Implementation

For the purposes of this project, structure was the Care Management Department of
Mount Sinai’s ACO. The COPD self-management program was part of the structure, which
includes the nurses, educational materials for the patients, care planning functionalities,
assessment documentation, and analytical capabilities. Structure relied on the education and
competence of the nurses caring for patients with COPD. The self-management program
adequately supported caring for patients with COPD.
The process dimension of the project involved implementing the self-management
program in a 50-patient pilot. This included best-practice guidelines and the development and
implementation of evidence-based policies and procedures. The process guided the nurses in
providing care for the COPD patients. Identification of high-risk patients through a proprietary
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algorithm was part of the process. Role delineation and division of responsibilities between the
social workers and nurses engaging with patients was also a part of the process.
The outcomes for the project were collecting data from the nurses on acceptability and
feasibility of the program and emergency department visits and inpatient admissions related to
COPD. Evaluating the outcomes allowed me to make recommendations on how to modify and
improve the program. Reducing preventable admissions and emergency department visits in this
population will speak to the quality of the structure and process in the self-management program.
Methods
Aim 1: Create a telephonic COPD self-management program based on review of the literature
and an expert panel using the creation of domains and subcategories to support the strategies
for assessment, intervention, and care plan.
A COPD self-management program did not exist in Mount Sinai’s ACO prior to this
project. Themes from the evidence and an expert panel were used to develop one. To create the
nurse-led telephonic COPD self-management program, domains in the literature were identified
and shared with an expert panel. A synthesis of the evidence identified three domains that the
COPD self-management program needs to address: medical, behavioral, and psychosocial. The
medical domain incorporated subcategories of patient education, medication reconciliation,
vaccination coordination, physician appointment coordination, pulmonary rehabilitation, oxygen
therapy, and written action plans. The education included information on the disease, breathing
exercises, and medication teaching (use and side effects).
The behavioral domains included medication adherence, physical activity, smoking,
vaping, and e-cigarette cessation, and goal setting. The standardized care plan included an area to
document patient specific goals related to medication adherence, physical activity, and smoking,
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vaping, and e-cigarette cessation. The psychosocial domains included depression, anxiety, social
isolation, navigating services, coping, financial strain, legal issues, housing problems, and
strained family relationships.
An expert panel of 6 individuals with subject expertise were identified to validate the
domains identified to incorporate into the assessment, intervention, and patient care plan of the
program. Dr. Sidney Braman was engaged as Mount Sinai’s lead physician in COPD care. ACO
and health plan care management nursing leadership who utilize self-management programs
outside of Mount Sinai’s ACO sat on the expert panel. Primary and senior authors on the subject
participated on the panel. Domains for intervention, care plans, and assessment identified
through the literature were inserted into a table for the experts to rate based on importance,
feasibility, and timeliness. Importance (not important, somewhat important, moderately
important, and very important) referred to the impact of the domain or subcategory in a selfmanagement program on reducing COPD related hospitalization and ED visits. Feasibility
referred to the ability to provide the intervention telephonically. Timeliness referred to the
timeframe necessary to complete the intervention (less than 3 months, 3-6 months, or greater
than 6 months. Appendix A shows the instructions and grid that were sent to the experts to
complete. Input was solicited via electronic communication.
The feedback was reviewed to identify prioritization of domains as well as feasibility.
Domains that were not important or not feasible were excluded from the program. Domains and
categories that could not be addressed within 3 months were excluded, because this pilot needed
to be implemented quickly and produce rapid results for consideration by leadership for larger
implementation. Domains and categories that were excluded are noted as limitations to the
program and may be addressed outside of this pilot.
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The domains and expert panel informed the standardization of a COPD specific
assessment. The assessment and intervention focus areas were based on those that the expert
panel had identified as important to decrease healthcare utilization and were able to be addressed
telephonically within 3 months. Gaps in current assessment, screening tools, and care plan were
modified based on the expert panel recommendations. Screening tools, such as (Patient Health
Questionnaire) PHQ-2 and (Generalized Anxiety Disorder) GAD-7, were incorporated into the
program assessment based on the literature review and expert panel feedback. Patients who
screen positive for a psychosocial constraint were referred to social work. The nurses used a
COPD specific assessment and care plan to document their interventions and track patients’
progress of goals. Appendix B shows the Epic changes that were made to incorporate the new
assessment and interventions.
A standardized written action plan was created (see Appendix C). The action plan
established red, yellow, and green zones based on symptoms the patient is experiencing, with
recommended actions for the patient to take based on those symptoms. Action plans included
provider contact information. Action plans were incorporated into the program workflows.
The domains also informed the elements of the interventions and patient care plan. A
standardized COPD care plan was made available through EPIC. The nurses were able to modify
the care plan to meet the patient’s needs. The nurse and the patient developed goals related to
self-management and documented them in the patient care plan. The nurse and the patient
worked to achieve those goals with each telephonic encounter
The self-management program consisted of six weekly telephone patient-nurse
encounters followed by three community outreach calls for reinforcement of disease
management behavioral modifications, review of goal progression, and identification of any
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ongoing barriers to self-management. The interactions are meant to be iterative and multicomponent. The content of the nurse intervention for each of the six nurse-patient encounters of
the program is described in Appendix D. For each encounter, there is detailed information and
guidelines for nurses on follow-up action, desired outcome, assessment through the electronic
health record, and care plan issues and opportunities.
Policies and procedures were written that included the pathway, action plan,
interventions, care plan, and assessment to be completed. The nurses were educated on the new
policies and procedures. The nurses also received additional training from Dr. Sidney Braman
and other subject matter experts about COPD care to enhance their knowledge of the disease and
treatment guidelines.
Aim 2: Implement a telephonic COPD self-management program with a 50-patient pilot
The patient sample was identified through an Epic-based COPD patient list. Appendix E
displays the patient level information that was provided in the report. Patients with highest
utilization measures, absence of spirometry, and low medication adherence were prioritized for
outreach. Using the Epic list, high-risk patients that have a diagnosis of COPD were identified
for outreach and enrollment. Patients were identified monthly for outreach and enrollment until
50 patients were enrolled in the program. This was a voluntary program, so some patients opted
out of participating.
Once a patient consented to care management services, the nurse conducted the COPD
assessment workflows built in Epic from Aim 1. An individualized care plan was developed for
the patient based on identified best practices in Aim 1. Standard Epic care plan templates were
used and edited by the nurse. The nurses reached out telephonically to the patients on an ongoing
basis to achieve the goals identified in the care plan. The nurses called the patients weekly, at a
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minimum. Patients were graduated from the program once all care plan goals were met. Some
patients were referred to care coordinators for additional follow-up after the nursing intervention
was completed. Appendix D shows the anticipated patient pathway and telephonic workflow that
the nurses followed.
Aim 3: Evaluate the telephonic COPD self-management program.
Aim 3a: Develop a mechanism to evaluate the program on reduction of COPD and respiratoryrelated hospitalizations and emergency department visits for the 50 patients.
I will use a simple pre-and-post design to evaluate the program on reducing COPD and
respiratory related hospitalization for patients with COPD. We will rely on data from the Health
Information Exchange (HIE) and claims to collect our data over time for this population beyond
this project’s scope. The analytics team will collect hospitalization data and emergency
department visits for the 12 months prior to the intervention, during the intervention, and at 3, 6,
and 12 months after the intervention for the 50 patients enrolled in the pilot. As part of this
project, a dashboard was built that would collect utilization data on patients at 3, 6, and 12
months post program graduation. Due to the timeframe of this project, utilization data will be
available at a later time. Baseline patient data will be shared in the results section.
Aim 3b Obtain feedback from the nurses involved in the pilot on the successes and perceived
barriers of the program.
Process outcome data was collected through weekly meetings with the nurses involved in
the pilot. The nurses provided qualitative feedback on perceived barriers to implementing the
pathway. The nurses provided feedback on areas of the pilot that are going well. This feedback
was used to improve and enhance the current process presented.

NURSING-LED TELEPHONIC SELF-MANAGEMENT 46
Evaluation/Analytical Plan
Aim 1 was completed once detailed policies and procedures were documented and
implemented in the department for the COPD telephonic self-management program. All
assessment, workflows, and care plan features were operationalized in Epic. The nurses were
educated about the new policies and procedures during a weekly team meeting. The policies
included nursing assessments to be completed during the patient’s enrollment, nursing
interventions to be administered, and goals of care to be developed with the patient. Aim 2 was
achieved by enrolling 50 patients into the program. Aim 3 evaluation process identified areas for
ongoing quality improvement. Feedback was obtained from the nurses about the ease and
feasibility of the program rollout through weekly meetings and individual interviews. Nurses
were asked to identify barriers to implementation. This feedback was used to improve the model
of care. This program will continue to operate as standard care for COPD patients. A root cause
analysis will be conducted when an unfavorable outcome and utilization occurs for patients
enrolled in the program. Patients that have had respiratory related utilization after the
intervention will be interviewed to identify gaps in the program that did not support the patient in
avoiding utilization. The feedback from the root cause analyses and patient interviews will be
used to continue to refine the model of care.
Immersion Objective
The objective of the project was to pilot a new nursing-led telephonic self-management
program for patients with COPD. The timeframe for the immersion portion of the project was
December 2019 – March 2021.
Description of Immersion Plan
The location for the immersion is within Mount Sinai Health System’s ACO department,
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MSHP. The project was targeted toward high-risk COPD patients that are attributed to the ACO.
The immersion mentor at MSHP was the Chief Medical Officer of the ACO, Robert Fields. Dr.
Fields was formerly at Mission ACO that had achieved Medicare shared savings. During his time
at Mission, he developed their nursing-led care management department. The DNP project
advisor was Dr. Tish Knobf.
Timeline
December 2019
•

Project proposal submission and approval

•

Develop table matrix for expert panel

•

Identify expert panel and solicit feedback

January to August 2020
•

Develop policies and procedures for program based on expert consensus

•

Implement new policies and procedures in the department

•

Start identifying patients for enrollment

September to December 2020
•

Enrollment and graduation of 50 patients into the program

January to March 2021
•

Obtain baseline patient information

•

Obtain nursing feedback
Implications
In response to shared savings opportunities in ACOs, the deployment of nurses is

changing. The role of nursing is shifting from the hospital to enhanced roles in primary care.
RNs are conducting various care coordination activities under ACOs to manage quality and cost
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of care for patients. This change in the nursing workforce is paramount to achieving population
health, patient engagement, and maintaining patients at the lowest point of care (Pittman &
Forrest, 2015).
Nurses have an opportunity to take leadership roles in developing care management
protocols to avoid unnecessary hospital admissions and ED visits, while maintaining patients
safely in the community at the lowest cost of care. Identifying high-risk patients with chronic
conditions early and providing evidence-based nursing-led self-management programs can
demonstrate the importance of nursing in value-based care. This project was a pilot program to
evaluate the effectiveness of these nurse-led programs in ACOs. If successful in reducing
utilization, the project will demonstrate the importance of nursing in coordinating care, lowering
cost, and producing quality outcomes.
Statement on Human Subjects
This project was designed to be a quality improvement project. Mount Sinai’s
Institutional Review Board (IRB) determined this project (HS# 19-01356; GCO# 19-2736) is not
human research and is IRB exempt.
Chapter 4
Results
A consecutive group of 50 patients with COPD were enrolled into the nurse-led
telephonic COPD self-management program. Baseline information was collected from patient
data obtained through Epic (see Appendix E) and chart review. The majority (70%) of
participants were > 75 years of age and 64% of participants were female. Black and Hispanic
patients comprised 50% of the ethnic background of participants. The most prevalent co-
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morbidity was hypertension in this population.
Table 1: Baseline Characteristics of Participants (n=50)
Age

n

%

<65

6

12%

65-74

9

18%

75-84

24

48%

>85

11

22%

Female

32

64%

Male

18

36%

Married/Significant Other

11

22%

Divorced/Separated

13

26%

Single

20

40%

Widowed

5

10%

Unknown

1

2%

Black

16

32%

White

Sex

Marital Status

Ethnicity
22

44%

Hispanic

9

18%

Unknown

3

6%

Diabetes

28

56%

Congestive Heart Failure

17

34%

Hypertension

44

88%

Medical History

Based on the 2020 GOLD guidelines published in 2019, only 56% of the prescribed
respiratory-related medications for the 50 patients conformed to the GOLD pharmacological
recommendations (Figure 2). Bronchodilators were prescribed for 72% of patients (Figure 3) and
44% had no documentation found that a spirometry was performed (Figure 4).
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Figure 2: Percentage of Prescribed Respiratory-Related Medications that Conformed to
GOLD Pharmacological Recommendations
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No
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44%
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Figure 3: Number of Patient Prescribed Bronchodilators
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Figure 4: Spirometry Completion
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Smoking status of patients enrolled in the program was collected. Of the 50 patients, 72%
quit smoking, 18% were active smokers, and 8% reported never smoking. One patient had no
documentation of screening for smoking history (see Figure 5).
Figure 5: Smoking Status
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Flu vaccination history was collected and there was low compliance with flu vaccination
in 2020, which may be related to the COVID-19 pandemic (see Table 2). Slightly more than half
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(56%) of patients have an up-to-date pneumococcal vaccination and 26% of patients had no
documentation related to their pneumococcal vaccination status. Six patients had received
pneumococcal vaccination more than 5 years ago, which includes those that were due for a shot
in 2020 (see Table 2). During 2020, COVID-19 likely impacted the ability for patients to receive
adequate vaccinations. Due to the COVID-19 pandemic, New York State had gone into
lockdown and requested individuals to stay home (New York State, 2020). During the surge of
hospitalizations, Mount Sinai Health System was required to close ambulatory practices and
redeploy staff into the hospital.
Table 2: Vaccination Administration Documented in Epic
Flu Vaccination

Pneumococcal Vaccination

Year of Last
Administration
2018
2019
2020
No Documentation
Declined
Within Last 5 years
Yes
No
No Documentation
Declined

N (%)
1 (2%)
29 (58%)
14 (28%)
5 (10%)
1 (2%)
N (%)
28 (56%)
6 (12%)
13 (26%)
3 (6%)

Process Measure Results
Data were collected from the nurses implementing the pilot telephonic self-management
program through weekly calls and individual interviews. Feedback was obtained by the nurses on
perceived successes and barriers on adhering to the pathway. When the program was
implemented, the nurses were provided the pathway (see Appendix D) and Smartphrases to
standardize documentation. Nurses expressed confidence in their ability to care for patients with
COPD after receiving additional training, being able to utilize the new assessment tool (see
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Appendix C), and the pathways (see Appendix D). The Smartphrase required manual entry by
the nurse. The use of Smartphrases did not provide the nurses with clear tasks and targets for the
patients, but rather only helped facilitate documentation.
The nurses expressed a desire to have tasks, repeating tasks, and targets built into Epic
that would allow them to track patients’ progress and help ensure their compliance with the
pathway. This feedback was used to enhance the nursing Epic workflows during an Epic
upgrade. A request was submitted to Epic to have tasks and targets automatically generated for
the nurses, with due dates, once a patient is enrolled into the COPD self-management program
(see Appendix F). The tasks have a corresponding due date based on the pathway. Tasks that are
required to be iterative are set to be recurring based on best practices. The automation will ensure
fidelity of intervention for all patients enrolled in the COPD self-management program.
Appendix G shows the targets that the patient and nurse should meet prior to graduating from the
program. This helps the nurse identify patients that might need a prolonged intervention or a
shorter intervention based on their progress.
Nurses reported that the Epic-based COPD care plans that were being used during the
pilot program were inadequate. Nurses expressed frustration with the lack of focus on patientcentered goals and behavioral changes. The nurses needed to delete and insert majority of the
care plan text to tailor it to the individual patient. In response to this challenge, new care plans
were submitted to Epic (see Appendix H). Another challenge identified by the nurses was the
need to have action plans (see Appendix B) translated into Spanish, which subsequently was
done.
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Outcome Monitoring
In preparation to collect outcome data on utilization for the 50 patients enrolled into the
self-management program, a request was submitted to the Department of Data Analytics.
Respiratory related ED visits and hospitalizations will be collected at 3, 6, and 12 months after
the patient completes the program. Nurses will complete a flowsheet in Epic when the patient has
completed the self-management program. This will allow the data analyst to plot out the
timeframe for the post-test. The enrollment dates for the patients will be used to identify the
baseline data. A 12-month lookback will be done from the enrollment date to capture prior
utilization. A combination of HIE and claims data will be used to compare data before and after
implementation of the program.
Chapter 5
Discussion
Compliance with GOLD Guidelines
The results found that only 56% of prescribed medications conform to GOLD guidelines.
GOLD non-compliant therapy may be due to the difficulty of identifying the number of patient
exacerbations and hospitalizations. Data related to utilization are not always available in Epic.
The nurse care managers can review external data to help identify exacerbations, which could
improve medication adjustments for the population. Nurse care managers can bring to the
attention of the physician when pharmacological care is not following GOLD guidelines to
advocate the conformity to best practices.
Nurses can assist active smokers to reduce or quit smoking and enroll them into a
smoking cessation program. Twenty-nine patients did not have spirometry results documented.
Nurses can coordinate to ensure that patients receive the recommended diagnostic screening.
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Nurses can coordinate care for patients to receive recommended vaccines and educate patients on
the importance of vaccination.
In 2020, GOLD added information on COVID-19 and updated the guidelines with
additional articles (Global Initiative for Chronic Obstructive Lung Disease, 2020). Both in 2019
and 2020, GOLD updated their algorithms and charts to reflect the most up-to-date evidence.
GOLD 2021 guidelines added that self-management programs should be iterative, personalized,
and motivate behavioral changes. The 2021 guidelines continued to support the use of action
plans (Global Initiative for Chronic Obstructive Lung Disease, 2020). The 2021 guidelines
discussed the literature gap related to self-management in detail explaining the difficulty the
committee has to make clear recommendations related to self-management (Global Initiative for
Chronic Obstructive Lung Disease, 2020). The process changes discussed in the results section
and described in Appendix F, Appendix, G, and Appendix H help confirm to the iterative,
personalized, and motivating recommendations GOLD makes for self-management programs.
Additional Chronic Conditions
Based on the results of this project, additional recommendations were made for scaling
the program across more patients and disease states. The process of reviewing the literature,
identifying domains, and using an expert panel to develop a disease specific program can be used
for other chronic conditions. Leveraging Epic to develop standardized and automated tasks and
targets can be used for future programs. Additional disease specific care plans that are
individualized for the patient and focus on behavioral change can be developed. Disease specific
assessments can be brought into Epic. Epic-based lists can be developed to identify high risk
patients for other chronic conditions such as A1C levels for diabetics. Utilization, avoidable
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emergency department visits, and hospitalizations can be measured post-intervention for any
chronic disease program by leveraging the existing dashboard described in the results section.
Timeframe Impact due to COVID-19
The pilot was scheduled to provide a six-week intervention, but due to the COVID-19
pandemic the intervention period was prolonged. Coordinating care for patients during the
pandemic has been challenging and there have been significant delays in obtaining timely
appointments for patients. Multiple physician offices have long wait times for visits, because of
staffing or shortened business hours. New policies requiring COVID testing prior to spirometry
has added a considerable burden to the coordination of care. Patients have been afraid to leave
their homes to receive care.
Patients that are active smokers report increasing their intake due to their anxiety from
the pandemic. Some patients that previously exercised outside reported a decrease in activity due
to being home. There has also been an increase in psychosocial concerns for this population as a
result of the pandemic. Nurses have been coordinating medication deliveries and 90-day supply
for patients that are fearful to leave the home to go to the pharmacy. The pandemic has added
additional complexities to ensuring treatment compliance and self-management that was not
anticipated during the program development.
Limitations
Data collection was complex and inconsistent. Multiple sources were used (EPIC, HIE,
and claims) to fill the gap of missing information from any individual data source.
Documentation was not standardized; thus, some data was not consistently documented in
expected fields. COPD was not consistently documented on the patient’s problem list but was
sometimes found in free text in a progress note, hospital visit summaries, and/or on diagnostic
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summaries. Diagnostic information was sometimes loaded as media files which are not captured
in reporting. Each file was opened individually to review the results. HIE data quality from
outside health systems cannot be validated because health systems can choose which information
is released. Only data that is approved for transfer is available within the HIE.
This quality improvement pilot has a small sample size limited to Medicare beneficiaries
in a single ACO. Longitudinal data is only available as long as the beneficiaries maintain
attribution to the ACO, which may result in attrition bias. Attrition bias can also come from
patient death or refusal to continue to participate in the program at any time. Historical utilization
data is based on availability of claims and HIE data. There are limitations to the program
evaluation. The patients identified in the program will be those that have had prior ED utilization
and inpatient admissions. Lower respiratory-related admissions and ED visits in the following 12
months could be attributed to the tendency to regress to the mean. It will be difficult to claim all
the difference as a result of the program. Another limitation is selection bias. Patients that agree
to participate in the program might be different than those that do not. Patients enrolled in the
program might be more motivated to change behaviors and improve their health than those that
do not enroll.
The expert panel identified psychosocial domains and subcategories that have been added
to the nursing assessments. When the nurses identify patients that screen positive for those
subcategories such as depression, isolation, or anxiety, they refer the patient for social work
intervention. Analyzing the impact of addressing those psychosocial elements is outside the
scope of this project. Interventions related to addressing issues such as housing and
transportation are not completed by the nurses and do not have a specified timeframe. This
project focused on nursing interventions and those interventions that can be completed within 3
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months. The expert panel expressed the importance of having a prolonged intervention to help
patients sustain behavioral changes. This was addressed by having the ability for nurses to refer
patients to care coordinators for ongoing follow-up.
Future Research
Current operations require the intervention to be completed telephonically. With the
growth of technology, future studies can incorporate video visits and digital applications. This
intervention was primarily driven by the nurses outreaching to the patients, but digital
applications could potentially allow for bi-directional communication and improvement in
outcomes for this intervention.
This study focused on utilization measures as the outcome, but future studies can measure
behavioral change measures such as self-efficacy, medication adherence, and physical activity.
Improving self-efficacy for COPD patients can improve their ability to manage symptoms and
exacerbations, in return lowering utilization measures. Nursing interventions should be linked to
improvement in medication adherence and physical activity. Medication adherence and physical
activity are proximal outcome measures that drive a reduction in total cost of care. Future studies
can also include measures related to quality of life. By correlating nursing interventions to an
improvement in quality of life and a reduction in cost of care, nurses can show their return on
investment in contributing to value-based care.
In this project the social work intervention runs concurrently with the nursing
intervention. The timeframe for the social work intervention varies based on the problem
identified. Future analysis can be done to assess the impact of addressing those elements on
utilization. Measuring the impact of a multidisciplinary intervention would be important to
measure in future studies, since the COPD patient population has a high psychosocial burden.
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Policy and Practice Implications
Financial sustainability of community-based organizations (CBOs) and health system
partnership with CBOs should be considered. Health systems need to include CBOs in their costsaving models and value-based payment arrangements. However, CBO cost-savings evaluations
are difficult to model. Defining, measuring, and attributing the outcomes to accurately
demonstrate the savings produced by the CBO’s work is non-trivial (Amarasingham, R., Xie, B.,
Karam, Nguyen, & Kapoor, 2018).
Healthcare organizations throughout the U.S. have been partnering with CBOs to address
the social determinants of health. The Robert Wood Johnson Foundation, Center for Health Care
Strategies (CHCS), the Alliance for Strong Families and Communities, and Nonprofit Finance
Fund published the key characteristics of successful partnerships between healthcare
organizations and CBOs (Miller, Nath, & Line, 2017). Flexible payment models are needed to
engage CBOs and provide them with financial feasibility.
There has been recognition at the federal level regarding the need to address social
determinants of health with program such as Accountable Health Communities Model (Centers
for Medicare and Medicaid Services, 2017). The current federal effort is insufficient because
CBOs are still unable to bill for the services they provide. Future health policy should address
this gap as CBOs are critical partners to self-management programs.
Conclusion
COPD is an expensive national problem that impacts patients physically with disability,
mentally with depression, and socially with relationship burden (Gardener, Ewing, Kuhn, &
Farquhar 2018; Matte, et al, 2016; Thornton Snider, Romley, Wong, Zhang, Eber, & Goldman,
2012). Nurse-driven COPD self-management programs can be influential in an ACO’s strategy
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to decrease avoidable utilization and cost. Nurses are able to connect patients to communitybased resources to help address psychosocial burdens and barriers to self-care. Nurses play a
critical part in improving outpatient care for COPD patients and conforming care to GOLD
guidelines. The correlation between self-management and healthcare utilization will be critical to
identifying the economic importance of these programs.
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Appendix B
Sections
PCP/SCP

Medication Management

Section Label/Question(s)
Are you connected to Primary Care Provider (e.g. Internist, Pediatrician) that you have seen in the
last six months?
How hard is it for you to pay for the very basics like food, housing, medical care, and heating?
Do you feel stress - tense, restless, nervous, or anxious, or unable to sleep at night because your
mind is troubled all the time - these days?
Little interest or pleasure in doing things?
Feeling down, depressed, or hopeless?
Within the past 12 months, you worried that your food would run out before you got money to buy
more
Within the past 12 months, has lack of transportation kept you medical appointment or from getting
medications?
In a typical week, how many times do you talk on the phone with family, friends, or neighbors?
Do you have any concerns completing any of the following:
Have you experienced any of the following in the last two weeks?
Have you fallen in the past 30 days?
Are you missing any prescribed equipment (such as walker, commode), medical supplies (such as
wound, catheter) or in need of home based services (such as Visiting RN, PT)?
Do you have any concerns about your medications?

Tobacco/Alcohol/Substance
Caregiver Stress

Does using alcohol, tobacco, and/or any other substance(s) negatively impact your life anyway?
Is taking care of someone else getting in the way of taking care of yourself?

ACP

Has anyone had a conversation with you about your quality of life or how your medical treatment fits
your goals?

SES
Stress
Depression
Depression
Food
Transportation
Social Connections
Functional (ADLs/IADLs)
Symptoms
Fall Safety
DME/Home Services

SYMPTOM
ESCALATION
1
2
3
4
5
6
7
9
10
11
12
13
14
15
16

FUNCTIONAL ASSESSMENT
FALL SAFETY
DME/HOME CARE SERVICES
HEALTH LITERACY
MEDICATION MANAGEMENT

Has the patient gained or lost weight
Is the gain/loss of weight appropriate?
If no, document nursing and disease specific assessment interventions to be explored
W hen do you have trouble breathing?
Document nursing and disease specific assessment interventions to be explored
In the past month, how much pain have you felt?
Explore whether patient is experiencing any physical pain
Explore location and timing of pain
Limitations to activities because of pain?
Explore how long the patient has been experiencing pain
Explore patient's pain severity at this time
Pain Management Provider's name and contact information
Explore whether patient has discussed pain with medical providers
Explore whether patient understands how to relieve chronic/acute pain
How does patient treat chronic/acute pain?

(questions
(questions
(questions
(questions

compressed)
compressed)
compressed)
compressed)

Explore member's historical adherance with prescribed medications.
If previous issues with adherence are identified, please describe the issues.
Potential high risk medications listed (Ex: Sedatives, Stimulants, Psych/Antidepressants, Anticoagulants,
Heart/Pain meds, Insulin):
How does member experience his/her medications?
Explore potential barriers to medication regimen adherence
Patient/Caregiver demonstrates understanding and importance of medication adherence?
If no, document plan to educate and confirm patient's understanding of medication adherence.
Can the patient accurately convey how they take their medications?
Adherence tools used?
Document the details of how the patient uses their medication reminder/adherence tools.
Is this patient a candidate for 90 day supply of medication
Does the patient express any concerns with filling their prescribed medications?
How many times in the last week has the patient missed taking any of their medications?
W hen the patient feels better do they sometimes stop taking their medications?
If the patient feels worse when they take their medications, do they stop taking it?
Education of patient/caregiver details
Education of patient/caregiver details
Delineate your impression(s) of the patients' wilingness to engage in their medication mangement, and if
they need further intervention.

(questions compressed)
MEDICATION RECONCILIATION
(questions compressed)
Tobacco Outreach
(questions compressed)
NUTRITION and EXERCISE
GENERAL NURSING ASSESSMENT
(questions compressed)
(questions compressed)
General Disease Management
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COPD
1
2
2a
2a
2a
2b
2b
2b
2c
2c
2c
2d
2e
3
3a

Symptom Assessment: The patient is reporting the following symptoms:
Symptom Course Assessment(s): Number of symptoms identified
Specify symptom (1)
Duration
Status
Specify symptom (2)
Duration
Status
Specify symptom (3)
Duration
Status
Other symptom(s) course details
Disposition
COPD Severity
Patients with GOLD 4: End stage COPD are at high risk for mortality. Has advanced care planning and/or
discussions about goals of care been initiated with patient/caregiver?

3b
Interventions

3c
Response to Intervention

4
5
5a
5b
5c
5d
5e
5f
5g
5h
5i
6

Exacerbation history in the past 12 months
CAT Assessment
Cough
Phlegm
Chest tightness
Breathlessness
Activities
Confidence
Sleep
Energy
Total Score:
COPD Classification

7
7a
7b

Has the patient visited the provider in the past 6 months or since the most recent ED or inpatient utilization?
Interventions

Is influenza vaccination up to date

Interventions

11
11a
11b

Response to interventions

1. Yes
2. No
1. Instructed patient/caregiver on importance of vaccinations especially
in the setting of COPD
2. Informed provider regarding need for vaccination
3. Instructed patient/caregiver regarding the various settings that offer
vaccination
4. Patient
1.
Referredintoagreement
care coordinator
to receive
to assist
vaccination
with scheduling appointment
2. Patient declines to receive vaccination

Date of most recent pneumococcal vaccination
Is pneumococcal vaccination up to date
Interventions

11c

1. Yes
2. No
1. Referred patient to care coordinator to assist with appointment
scheduling
2. Patient requested to schedule their own appointment with provider

FEV1 (forced expiratory volume) result and date
Most Recent Arterial Blood Gas Results (Date and Results)
Date of most recent influenza vaccination

10b

10c

1. Group A ( 0 or 1 exacerbation not leading to hospital admission and
CAT score less than 10)
2. Group B (0 or 1 exacerbation not leading to hospital admission and
CAT score 10 or above)
3. Group C (2 or more exacerbations or at least 1 exacerbation leading

Treating Provider (Name and Specialty)
Most recent visit with this provider

7c

8
9
10
10a

1. Educated patient/caregiver about End stage COPD disease process
2. Explored patient/caregiver's understanding of prognosis and feelings
regarding end of life care
3. Educated patient/caregiver about palliative care and hospice
treatment options
4. Patient/caregiver
1.
Referred patient to
demonstrate
SW for assistance
good understanding
with advance care
and adherence
planning
5. Patient/caregiver
2.
Informed treating demonstrate
provider regarding
some understanding,
patient/caregiver's
but preferences
need
continued support
3. Patient/Caregiver demonstrate limited understanding and require
intensive support
4. Patient/caregiver are not receptive to intervention
5. Unable to assess

Response to Interventions

1. Reinforced the importance of vaccinations especially in the setting of
COPD
2. Informed provider regarding need for vaccination
3. Referred to care coordinator to assist with scheduling appointment
forPatient
1.
vaccination
in agreement to receive vaccination
2. Patient declines to receive vaccination
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12
Access to COPD medications
12a
Barriers to obtaining COPD medications
12b
Interventions

13
Current Medication regimen consists of the following:

13a
13b
14

Controller Medications :
Rescuer Medications:
Are prescribed medications appropriate for GOLD stage of COPD

14a

Interventions

15

Patient/caregiver's understanding of COPD medication regimen

15a

Interventions

15b
Response to Interventions

16
Oxygen therapy and ventilatory support currently being used:

16a
16b
16c
16d
16e
16f

16g
Response to interventions

1. Home oxygen therapy
2. BiPap
3. Pulse oximetry monitoring
4. Other (please specify)____________________
5. None

1. Instructed patient/caregiver on home oxygen safety precautions
2. Instructed patient/caregiver on proper usage of home oxygen
therapy
3. Patient/caregiver
1.
Instructed patient/caregiver
demonstrate
on good
proper
understanding
usage of BiPap
and adherence
4. Patient/caregiver
2.
Instructed patientdemonstrate
caregiver on some
properunderstanding,
use of pulse oximetry
but need
5. Other (please
continued
support
specify):__________________________________
3. Patient/Caregiver demonstrate limited understanding and require
intensive support
4. Patient/caregiver are not receptive to intervention
5. Unable to assess

Date of most recent pulmonary rehabilitation (if applicable)

Screening for smoking/vaping

18a

Interventions

18b
18c

1. Yes
2. No (Please Comment:_____________________)
1. Informed PCP regarding discrepancy between prescribed medications
and GOLD recommendations
2. Informed pulmonologist regarding discrepancy between prescribed
medications and GOLD recommendations
3. Informed PCP of need for prescribed rescue pack
4. Informed pulmonologist of need for prescribed rescue pack
5. Referred patient to pharmacist for medication evaluation
6. Patient/caregiver
1.
Requested Care Coordinator
is able to verbalize
assistance
good
with
understanding
scheduling follow
of up
appointmentregimen
medication
with PCP
and is able to verbalize the correct techniques for
medication administration
2. Patient/caregiver is able to verbalize some understanding of all
prescribed COPD medications and is able to verbalize the correct
techniques for medication administration
3. Patient/caregiver verbalizes limited understanding of prescribed
COPD
1.
Completed
medications
medication
and/orreconciliation
is unable to verbalize
includingthe
review
correct
fortechniques
interactions/contraindications
2. Instructed patient/caregiver on purpose and proper usage of all
prescribed COPD medications
3. Instructed on the difference between controller and rescue
medications and identified COPD medications accordingly
4. Instructed/reviewed proper technique for inhaler/nebulizer
administration
1.
Patient/caregiver demonstrate good understanding and adherence
5. Patient/caregiver
2.
Instructed on usingdemonstrate
pillbox to organize
some understanding,
medications and
buttoneed
keep
continued support
3. Patient/Caregiver demonstrate limited understanding and require
intensive support
4. Patient/caregiver are not receptive to intervention
5. Unable to assess

Home oxygen settings
BiPap Settings
Pulse oximetry on room air at rest
Pulse oximetry on room air with activity
Pulse oximetry on oxygen

Interventions

17
18

1. Patient has all prescribed medications and reports no difficulty with
obtaining refills
2. Patient does have all prescribed medications but reports concerns
1. Patient reports difficulty with affording medications
2. Patient reports difficulty with obtaining new prescriptions from
provider
3. Patient report difficulty with physically obtaining medications from
pharmacy
1.
Referred patient to SW to address financial/physical barriers to
obtaining medications
2. Informed prescribing provider regarding need for new prescriptions
3. Requested care coordinator assistance with scheduling appointment
with prescribing provider
4. Contacted pharmacy to confirm active prescriptions/refills
5. Metered
1.
ContactedDose
pharmacy
Inhalerto(MDI)
arrange
withhome
spacer
delivery of medications
2. Dry powder inhaler (DPI)
3. Respimat inhaler
4. Nebulizer treatments
5. PO medications
6. Rescue Pack

Intended Quit Date:

Response to Interventions

1. Patient is currently smoking/vaping with no expressed interest in
quitting
2. Patient is currently smoking/vaping with expressed interest in
quitting
3. Patient has stopped smoking/vaping within the last year
4. Patient has never smoked/vaped or has quit over 1 year ago
5. Educated
1.
Patient declined
patient/caregiver
to answer regarding the impact smoking has on
progression of disease
2. Educated patient/caregiver on usage of nicotine replacement
products
3. Reinforced participation in smoking cessation program
4. Referred patient to smoking cessation program
5. Patient/caregiver
1.
Encouraged patient
demonstrate
to establishgood
quit date
understanding and adherence
6. Patient/caregiver
2.
Referred to SW fordemonstrate
further evaluation
some understanding, but need
continued support
3. Patient/Caregiver demonstrate limited understanding and require
intensive support
4. Patient/caregiver are not receptive to intervention
5. Unable to assess
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19
Anxiety Screening: Over the last 2 weeks, how often have you been bothered by the following problems:
19a
Feeling nervous, anxious or on edge
19b
Not being able to stop or control worrying
19c
19d

Total Score:

Interventions

19e
Response to interventions

20
Depression Screening: Over the last 2 weeks, how often have you been bothered by the following problems?
20a
Little interest or pleasure in doing things
20b
Feeling down, depressed or hopeless
20c
20d

1. Initial screening conducted
2. follow up screening conducted
3. Patient refused to answer
1. Not at all (0 points)
2. Several Days (1 point)
3. More than half the days (2 points)
4. Nearly every day (3 points)
1. Not at all (0 points)
2. Several Days (1 point)
3. More than half the days (2 points)
4. Nearly every day (3 points)
1. Referral made to SW for further evaluation of anxiety
2. Instructed patient/caregiver on stress reduction/relaxation
techniques
3. Instructed patient/caregiver on pursed-lip breathing technique
4. Patient/caregiver
1.
Reinforced properdemonstrate
usage of prescribed
good understanding
medication for
and
anxiety
adherence
management
2.
Patient/caregiver demonstrate some understanding, but need
5. Reinforced
continued
support
need to address symptoms of anxiety with current
3. Patient/Caregiver demonstrate limited understanding and require
intensive support
4. Patient/caregiver are not receptive to intervention
5. Unable to assess
1. Initial screening conducted
2. follow up screening conducted
3. Patient refused to answer
1. Not at all (0 points)
2. Several Days (1 point)
3. More than half the days (2 points)
4. Nearly every day (3 points)
1. Not at all (0 points)
2. Several Days (1 point)
3. More than half the days (2 points)
4. Nearly every day (3 points)

Total Score:

Interventions

20e
Response to interventions

21
Current level of physical activity

21a
Current activity level represents
21b
Interventions
21c
Response to interventions

22

Assessment of patient/caregiver's current knowledge regarding disease process

22a

Interventions

22b
Response to interventions

1. Referral made to SW for further evaluation of depression
2. Reinforced proper usage of currently prescribed medications for
depression management
3. Reinforced participation in active therapy/counseling for depression
management
1.
Patient/caregiver demonstrate good understanding and adherence
4. Patient/caregiver
2.
Instructed patient/caregiver
demonstrate
in lifestyle
some understanding,
modificationsbut
including
need sleep
hygiene and
continued
support
appropriate physical activity
3. Patient/Caregiver demonstrate limited understanding and require
intensive support
4. Patient/caregiver are not receptive to intervention
5. Unable to assess
1. Inactive
2. Low- Fewer than 150 minutes of moderate-intensity physical activity
per week
3. Medium- Between 150-300 minutes of moderate- intensity physical
activity per week
4. High- More that 300 minutes of moderate-intensity physical activity
1. No change from baseline or previous assessment
2. Improvement from baseline or previous assessment
3. Instructed
1.
Decline from
patient/caregiver
baseline or previous
on appropriate
assessment
exercise including need
for frequent rest periods and pacing of activities
2. Instructed patient/caregiver to monitor breathing patterns during
physical
1.
Patient/caregiver
activity and demonstrate
report worsening
goodcapacity
understanding
to provider
and adherence
3. Patient/caregiver
2.
Encouraged patient/caregiver
demonstratetosome
set realistic
understanding,
short term
butgoals
needfor
continued support
3. Patient/Caregiver demonstrate limited understanding and require
intensive support
4. Patient/caregiver are not receptive to intervention
5. Unable to assess
1. Patient/caregiver demonstrate good understanding of COPD disease
process and have verbalized/demonstrated adherence with prescribed
treatments and symptom monitoring
2. Patient/caregiver demonstrate some understanding of COPD disease
process, treatments and symptom monitoring but require additional
support
3. Patient/Caregiver demonstrate limited understanding of COPD
disease process and/or have verbalized/demonstrated poor adherence
1. Established/Reviewed COPD action plan
2. Instructed on avoiding irritants
3. Instructed on disease process, complications and potential effects of
non-compliance with treatment plan
4. Instructed on incentive spirometry usage
5. Instructed on pulmonary hygiene techniques
1. Patient/caregiver demonstrate good understanding and adherence
6. Instructed on good dietary and fluid intake habits
2. Patient/caregiver demonstrate some understanding, but need
7. Other (please specify)________________
continued support
3. Patient/Caregiver demonstrate limited understanding and require
intensive support
4. Patient/caregiver are not receptive to intervention
5. Unable to assess
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Appendix C
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Appendix D
Initial Encounter:
Intervention
Perform chart review to identify key
indications for care management services
such as history of unplanned utilization,
uncontrolled symptoms, abnormal lab
values, inconsistent engagement with
providers and issues with treatment
adherence.
Assess patient’s cognition level and if
needed, identify the person responsible for
managing the patient’s medical care who
will be the direct recipient of the
intervention

Follow up Action
Utilize findings to assist with initial
engagement with patient and to identify specific
disease management goals for NCC care
management services

Desired Outcome
Patient will consent to participate
in NCC care management
services and remain engaged with
NCC to achieve mutually
established disease management
goals

Care Plan Opportunities

-If cognitive deficits detected, determine if the
patient has assistance in the home and if there is
a family member/ health care proxy that is
assisting with managing the patient’s care
-If potential safety issue identified, refer to
MSHP SW for assistance and inform PCP.

-The patient will be safe at home
with appropriate levels of support
-If the patient does not have the
capacity to participate in care
management intervention, the
appropriate caregiver will be
identified

General Care Plan
Goal: Improve home-support
system

Triage active symptoms as per Epic Triage
Encounter protocol
Alert PCP/pulmonologist regarding active
symptoms
-Determine patient’s preferred language for
speaking impacts treatment plan
- Identify culture preferences that impact
patient’s treatment plan
-Assess patient’s basic understanding of human
body and diseases
-Identify and address barriers to health literacy

Active symptoms are triaged
appropriately to prevent further
decompensation

COPD Care Plan:
Goal: Prevent COPD
Exacerbation

Care management services will be
provided that are appropriate for
patient’s language, cultural
preferences and level of health
literacy

General Care Plan:
Goal: Get care that best fits
language, religion, and/or culture

Establish and review Daily Action Plan for
COPD symptom management

-Review Green, Yellow and Red Zone
symptoms and appropriate treatments
-Make sure that patient is aware of appropriate
provider to contact and has their correct contact
information. Mail or send copy of Daily Action
Plan via My Chart to patient.

COPD Care Plan:
Goal: Manage COPD
Effectively

Ensure that patient is actively under the
care of a PCP and has a follow up
appointment scheduled

Refer to MSHP CC for assistance with linking
to a MS primary care provider and/or
scheduling PCP appointment.
-Introduce self to PCP to collaborate on creating
patient’s care plan.

The Patient will be able to
recognize S/S of COPD
exacerbation and actively manage
symptoms and seek appropriate
treatment to prevent further
decompensation and/or unplanned
utilization
The Patient will remain connected
with PCP and attend all scheduled
appointments

Ensure that patient is actively under the
care of a pulmonologist and that an
established line of communication between
the pulmonologist and PCP is in place

-Refer to MSP CC for assistance with linking to
MS Pulmonologist.
-Introduce self to Pulmonologist and establish
or confirm communication channel with PCP
regarding changes in treatment course in
response to disease progression

-The Patient will remain
connected with Pulmonologist
and attend all scheduled
appointments
-Communication channel
between PCP and Pulmonologist
will be maintained

General Care Plan:
Goal: Establish care with
Specialty Provider
Task: Discuss schedule for
Specialty Care visits with patient
Task: Determine patient’s next
Specialty Care visit

Via chart review and discussion with
providers attempt to confirm the following:
- Most recent FEV1 percentage
- Gold severity stage
-Exacerbation history in past 12 months

-Review current treatment regimen to confirm
that it is appropriate for the patient’s Gold Stage
of COPD and exacerbation history.
-Identify and discuss any discrepancies with
prescribing provider

The patient will be prescribed
appropriate treatments based upon
their Gold stage of COPD and
take an active role in managing
their condition.

COPD Care Plan:
Goal: Manage COPD Effectively

Assess the patients self-reported COPD
symptoms

Complete CAT assessment and determine the
patient’s COPD classification based upon the
CAT assessment score and exacerbation 12month exacerbation history

COPD Care Plan:
Goal: Prevent COPD
Exacerbation

Review patient’s current COPD medication
regimen and assess for patient’s adherence
and understanding of treatments.

-Identify all prescribed COPD medications and
review to make sure that they are appropriate
for patient’s GOLD stage of COPD

The patient will be
knowledgeable regarding selfassessment of symptoms and be
able to identify early signs and
symptoms of COPD exacerbation
-The patient will be prescribed
appropriate medications based
upon their COPD stage

Assess for symptoms of COPD
exacerbation
Assess for patient’s language, cultural
preferences and level of health literacy that
impact treatment plan

General Care Plan:
Goal: Establish Regular followup visits with PCP
Task: Discuss schedule for PCP
visits with Patient
Task: Determine patient’s next
PCP visit

COPD Care Plan:
Goal: Manage COPD Effectively
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Identify Oxygen therapy and ventilatory
support currently in use

-Screen for smoking/vaping usage and
willingness to quit
-Instruct on smoking cessation if
applicable

Second Encounter:
Intervention
Assess for symptoms of COPD
exacerbation

-Discuss any discrepancies with prescribing
provider.
- Refer to MSHP pharmacist for medication
recommendations
-Clearly identify controller and rescuer
medications and reinforce correct usage.
-Reinforce correct usage of Rescue Pack, if no
Rescue Pack is in place, coordinate with
prescribing provider if appropriate
-Ensure that prescribed oxygen therapy and
ventilatory support is in place and that patient
has appropriate vendor contact information
-Instruct on home oxygen safety if applicable
-Instruct on proper usage of ventilatory support
equipment including proper cleaning

-The patient will verbalize
understanding and appropriate
usage of prescribed medications
including proper inhaler
technique and usage of controller
medications versus rescuer
medications

The patient will be prescribed and
correctly using appropriate
oxygen and ventilatory support
equipment

COPD Care Plan:
Goal: Manage COPD Effectively

-Establish measurable goals of care focused on
behavioral modifications to address smoking
cessation
-Refer patient to smoking cessation program
-Provide educational materials that support
smoking cessation

Patient will actively engage in
smoking cessation

General Care Plan:
Goal: Improve Smoking Status

General Care Plan:
Goal: Get medical equipment or
supply needs met

Follow up Action
Triage active symptoms as per Epic Triage
Encounter protocol
Alert PCP/pulmonologist regarding active
symptoms
-If unplanned utilization occurred, identify the
reason for utilization and the precipitating
symptoms and whether Daily Action Plan was
followed
-If Daily Action Plan was not followed,
identify/address barriers and reinforce usage

Desired Outcome
Active symptoms are triaged
appropriately to prevent further
decompensation

Care Plan Opportunities
COPD Care Plan:
Goal: Prevent COPD
Exacerbation

-Preventable unplanned utilization
will be avoided
-The patient will utilize Daily
Action Plan to assess symptoms
and take appropriate actions
including alerting providers

COPD Care Plan:
Goal: Prevent COPD
Exacerbation

Review daily action plan for COPD
symptom management

Review Green, Yellow and Red Zone symptoms
and appropriate treatments and provider alert
protocols

The Patient will be able to
recognize S/S of COPD
exacerbation and actively manage
symptoms and seek appropriate
treatment to prevent further
decompensation and/or unplanned
utilization

COPD Care Plan:
Goal: Manage COPD Effectively

Assess for/review any changes to prescribed
treatments and update EMR and care plan
as applicable. Ensure that PCP is aware of
all treatment changes.

-Complete medication reconciliation if new
medications are prescribed including review of
purpose and side effects
-Ensure that patient has been able to obtain
newly prescribed medications/treatments
-Refer to MSHP Pharmacy and/or MSHP SW as
appropriate
-Provide continued disease management
instruction/reinforcement
- Attempt to determine if psychosocial or
financial issues are impacting treatment
adherence and refer to MSHP SW for further
assistance if applicable
-Establish measurable goals of care focused on
behavioral modifications to address identified
deficits and adherence issues

Patient will verbalize
understanding of and demonstrate
adherence with newly prescribed
medications/treatments

As applicable

The patient will demonstrate
adherence with treatment plan and
continue to self-monitor disease
process to prevent further
decompensation and unplanned
utilization

As applicable

-Complete the CAT Assessment
-Identify and address any potential triggers for
worsening symptoms
-Alert provider regarding significant worsening
of symptoms

The patient will be knowledgeable
regarding self-assessment of
symptoms and be able to identify
early signs and symptoms of
COPD exacerbation

COPD Care Plan:
Goal: Prevent COPD
Exacerbation

Assess for any unplanned utilization
including ED visits, urgent care visits
and/or hospitalizations since last encounter

-Review any knowledge deficits or
adherence issues identified in the previous
encounter.
-Follow up with all outstanding action items
identified in previous encounters
-Evaluate current compliance with
treatment regimen, goals of care and selfmonitoring of disease process

Assess the patients self-reported COPD
symptoms
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Reinforce smoking cessation if applicable

-Assist patient with working on measurable
goals of care such as reduction and/or setting a
quit date
-Ensure that patient has been linked to
appropriate smoking cessation program

Patient will actively engage in
smoking cessation

General Care Plan:
Goal: Improve Smoking Status

Assess the patient’s understanding and
adherence with prescribed treatments
including proper inhaler technique and
address any knowledge deficits

-Reinforce proper usage of rescuer and
controller medications
-Review proper inhaler technique
-Provide educational materials with clear
instructions and visuals regarding proper inhaler
technique
-Refer to MSHP pharmacist for possible in
person instruction/review of inhaler technique
-Confirm vaccination history
-Educate patient regarding purpose and safety of
vaccinations
-Refer to MSHP SW if home safety issues
identified
-Refer to Home Health Utilization Nurse if need
for home physical therapy is indicated
- Establish measurable goals of care focused on
behavioral modifications to promote appropriate
exercise/physical activity
-Provide educational materials that support
appropriate physical activity
-Refer to Home Health Utilization Nurse if
unmet functional deficits are identified and
patient needs support in home

The patient will verbalize
understanding and appropriate
usage of prescribed treatments
including proper inhaler technique
and usage of controller
medications versus rescuer
medications

General Care Plan:
Goal: Consistently take
medications as prescribed

Assess for patient’s vaccination history and
willingness to maintain up to date with
pneumococcal and influenza vaccinations
-Assess levels of independence with
ADLS/IADLS, endurance level for
activities and falls history/risk
-Instruct on safe and appropriate techniques
for increasing physical activity

Third Encounter:
Intervention
Assess for symptoms of COPD
exacerbation

Patient will remain up to date with
pneumococcal and influenza
vaccinations
Patient will remain safe at home
at optimal level of physical
functioning

COPD Care Plan:
Goal: Manage COPD Effectively

General Care Plan:
Goal: Increase activity based on
safety, goal setting and resources
available
Goal: Reduce Risk of Falling

Follow up Action
Triage active symptoms as per Epic Triage
Encounter protocol
Alert PCP/pulmonologist regarding active
symptoms
-If unplanned utilization occurred, identify the
reason for utilization and the precipitating
symptoms and whether Daily Action Plan was
followed
-If Daily Action Plan was not followed,
identify/address barriers and reinforce usage

Desired Outcome
Active symptoms are triaged
appropriately to prevent further
decompensation

Care Plan Opportunities
COPD Care Plan:
Goal: Prevent COPD
Exacerbation

-Preventable unplanned utilization
will be avoided
-The patient will utilize Daily
Action Plan to assess symptoms and
take appropriate actions including
alerting providers

COPD Care Plan:
Goal: Prevent COPD
Exacerbation

Review daily action plan for COPD
symptom management

Review Green, Yellow and Red Zone
symptoms and appropriate treatments and
provider alert protocols

The Patient will be able to recognize
S/S of COPD exacerbation and
actively manage symptoms and seek
appropriate treatment to prevent
further decompensation and/or
unplanned utilization

COPD Care Plan:
Goal: Manage COPD
Effectively

Assess for/review any changes to
prescribed treatments and update plan of
care and ensure that PCP is aware of these
changes

-Complete medication reconciliation if new
medications are prescribed including review of
purpose and side effects
-Ensure that patient has been able to obtain
newly prescribed medications/treatments
-Refer to MSHP Pharmacy and/or MSHP SW
as appropriate
-Provide continued instruction
-Establish measurable goals of care focused on
behavioral modifications to address identified
deficits and adherence issues
-If patient is demonstrating continued
difficulty with understanding/adhering to
treatment regimen, consider referring to Home
Health Utilization Nurse to determine if skilled
home health services are appropriate

Patient will verbalize understanding
of and demonstrate adherence with
newly prescribed
medications/treatments

As applicable

Patient will demonstrate adherence
with treatment plan and continue to
self-monitor disease process to
prevent further decompensation and
unplanned utilization

As applicable

Assess for any unplanned utilization
including ED visits, urgent care visits
and/or hospitalizations since last encounter

-Review any knowledge deficits or
adherence issues identified in the previous
encounters.
-Follow up with all outstanding action
items identified in previous encounters.
-Evaluate current compliance with
treatment regimen, goals of care and selfmonitoring of disease process
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Assess the patients self-reported COPD
symptoms

-Complete the CAT Assessment
-Evaluate and address potential triggers for
worsening symptoms
-Alert provider (s) of significantly worsening
symptoms

The patient will be knowledgeable
regarding self-assessment of
symptoms and be able to identify
early signs and symptoms of COPD
exacerbation

COPD Care Plan:
Goal: Prevent COPD
Exacerbation

Reinforce smoking cessation if applicable

-Assist patient with working on measurable
goals of care such as reduction and/or setting a
quit date
-Ensure that patient has been linked to
appropriate smoking cessation program
-Complete PHQ2 Assessment
-Complete GAD 2 Assessment
-Assess current and past treatment history
-When applicable, refer to MSHP SW for
further assessment of psychosocial status and
linkage to appropriate resources

Patient will actively engage in
smoking cessation

General Care Plan
Goal: Improve Smoking Status

Patient will be linked to appropriate
behavioral health
treatments/resources

General Care Plan
Goal: Improve Sleep Habits
Goal: Manage Stress,
Depression, or Anxiety

-Address perceived stigma regarding condition
-Evaluate patient’s level of acceptance and
understanding of chronic condition
-Identify/reinforce sources of support for
patient
-Refer to or discuss with MSHP SW if patient
demonstrates poor coping skills and/or
insufficient sources of support

Patient will demonstrate increased
ability to cope with diagnosis and
identify appropriate and accessible
sources of support

General Care Plan
Goal: Improve Home-Support
System

Follow up Action

Desired Outcome

Assess for symptoms of COPD
exacerbation

-Triage active symptoms as per Epic Triage
Encounter protocol
-Alert PCP/pulmonologist regarding active
symptoms

Active symptoms are triaged
appropriately to prevent further
decompensation

COPD Care Plan:
Goal: Prevent COPD
Exacerbation

Assess for any unplanned utilization
including ED visits, urgent care visits
and/or hospitalizations since last encounter

-If unplanned utilization occurred, identify the
reason for utilization and the precipitating
symptoms and whether Daily Action Plan was
followed
-If Daily Action Plan was not followed,
identify/address barriers and reinforce usage

-Preventable unplanned utilization
will be avoided
-The patient will utilize Daily Action
Plan to assess symptoms and take
appropriate actions including
alerting providers

COPD Care Plan:
Goal: Prevent COPD
Exacerbation

Review daily action plan for COPD
symptom management

Review Green, Yellow and Red Zone
symptoms and appropriate treatments and
provider alert protocols

The Patient will be able to recognize
S/S of COPD exacerbation and
actively manage symptoms and seek
appropriate treatment to prevent
further decompensation and/or
unplanned utilization

COPD Care Plan:
Goal: Manage COPD
Effectively

Conduct screening for depression and
anxiety

Assess patient/caregiver’s ability to cope
with diagnosis and situation

Fourth Encounter:
Intervention

Care Plan Opportunities
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Assess for/review any changes to prescribed
treatments and update plan of care and
ensure that PCP is aware of these changes

-Complete medication reconciliation if new
medications are prescribed including review of
purpose and side effects
-Ensure that patient has been able to obtain
newly prescribed medications/treatments
-Refer to MSHP Pharmacy and/or MSHP SW
as appropriate

Patient will verbalize understanding
of and demonstrate adherence with
newly prescribed
medications/treatments

As applicable

-Review any knowledge deficits or
adherence issues identified in the previous
encounters.
-Follow up with all outstanding action items
identified in previous encounters.
-Evaluate current compliance with
treatment regimen, goals of care and selfmonitoring of disease process

-Provide continued instruction
-Establish/review measurable goals of care
focused on behavioral modification to address
identified deficits and adherence issues
-If patient is demonstrating continued
difficulty with understanding/adhering to
treatment regimen, consider referring to Home
Health Utilization Nurse to determine if skilled
home health services are appropriate

Patient will demonstrate adherence
with treatment plan and continue to
self-monitor disease process to
prevent further decompensation and
unplanned utilization

As applicable

Assess the patients self-reported COPD
symptoms

-Complete the CAT Assessment
-Evaluate and address potential triggers for
worsening symptoms
-Alert provider (s) of significantly worsening
symptoms

The patient will be knowledgeable
regarding self-assessment of
symptoms and be able to identify
early signs and symptoms of COPD
exacerbation

COPD Care Plan:
Goal: Prevent COPD
Exacerbation

Reinforce smoking cessation if applicable

-Assist patient with working on measurable
goals of care such as reduction and/or setting a
quit date
-Ensure that patient has been linked to
appropriate smoking cessation program

Patient will actively engage in
smoking cessation

General Care Plan:
Goal: Improve Smoking Status

Instruct on disease process (definition, signs
and symptoms, causes) complications and
potential effects of non-compliance with
treatment plan

Provide basic explanation of COPD disease
process including review of causes, signs and
symptoms and testing

Patient will verbalize basic
understanding of COPD disease
process and purpose of treatment
plan

COPD Care Plan:
Goal: Manage COPD
Effectively

-Assess bladder/ bowel habits
-Evaluate for constipation and instruct on
preventative measures
-Evaluate for incontinence and identify and
address risk factors

-Establish measurable goals of care focused on
behavioral modifications to address
constipation and/or incontinence management
-Provide educational materials regarding
constipation and/or incontinence management

Patient will verbalize understanding
of and demonstrate adherence with
managing/preventing episodes of
constipation and/or incontinence

Follow up Action
-Triage active symptoms as per Epic Triage
Encounter protocol
-Alert PCP/pulmonologist regarding active
symptoms
-If unplanned utilization occurred, identify the
reason for utilization and the precipitating
symptoms and whether Daily Action Plan was
followed
-If Daily Action Plan was not followed,
identify/address barriers and reinforce usage

Desired Outcome
Active symptoms are triaged
appropriately to prevent further
decompensation

Care Plan Opportunities
COPD Care Plan:
Goal: Prevent COPD
Exacerbation

-Preventable unplanned utilization
will be avoided
-The patient will utilize Daily Action
Plan to assess symptoms and take
appropriate actions including
alerting providers

COPD Care Plan:
Goal: Prevent COPD
Exacerbation

Review Green, Yellow and Red Zone
symptoms and appropriate treatments and
provider alert protocols

The Patient will be able to recognize
S/S of COPD exacerbation and
actively manage symptoms and seek
appropriate treatment to prevent

COPD Care Plan:
Goal: Manage COPD
Effectively

Fifth Encounter:
Intervention
Assess for symptoms of COPD
exacerbation

Assess for any unplanned utilization
including ED visits, urgent care visits
and/or hospitalizations since last encounter

Review daily action plan for COPD
symptom management
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further decompensation and/or
unplanned utilization
Assess for/review any changes to prescribed
treatments and update plan of care and
ensure that PCP is aware of these changes

-Complete medication reconciliation if new
medications are prescribed including review of
purpose and side effects
-Ensure that patient has been able to obtain
newly prescribed medications/treatments
-Refer to MSHP Pharmacy and/or MSHP SW
as appropriate
-Provide continued instruction
-Establish/review measurable goals of care
focused on behavioral modification to address
identified deficits and adherence issues
-If patient continues to demonstrate difficulty
with adherence to treatment plan and home
care services are already in place or not
appropriate, refer patient to MSHP SW for
evaluation of psychosocial deficits
contributing to adherence issues.

Patient will verbalize understanding
of and demonstrate adherence with
newly prescribed
medications/treatments

As applicable

Patient will demonstrate adherence
with treatment plan and continue to
self-monitor disease process to
prevent further decompensation and
unplanned utilization

As applicable

Assess the patients self-reported COPD
symptoms

-Complete the CAT Assessment
-Evaluate and address potential triggers for
worsening symptoms
-Alert provider (s) of significantly worsening
symptoms

The patient will be knowledgeable
regarding self-assessment of
symptoms and be able to identify
early signs and symptoms of COPD
exacerbation

COPD Care Plan:
Goal: Prevent COPD
Exacerbation

Reinforce smoking cessation if applicable

-Assist patient with working on measurable
goals of care such as reduction and/or setting a
quit date
-Ensure that patient has been linked to
appropriate smoking cessation program

Patient will actively engage in
smoking cessation

General Care Plan:
Goal: Improve Smoking Status

Provide or initiate referrals for community
support groups and resources

When applicable, refer to MSHP SW for
assistance with linkage to community support
groups and resources

The patient will be linked to
appropriate support groups and
community resources

General Care Plan:
Goal: Improve access to
resources

Discuss end of life planning including
establishment of health care proxy and
advance directives

When applicable, refer to MSHP SW for
further assistance with completing Advance
Directives

The patient will verbalize
understanding of end of lie planning
and have had an opportunity to
complete Advance Directives

General Care Plan
Goal: Participate in advance
care planning

-Review disease management behavioral
modifications that have been
introduced/reinforced throughout the
intervention
- Inform the patient that a Community
Health Worker will be contacting the
patient following the NCC intervention for
support and reinforcement
-If symptoms have remained stable and
patient has demonstrated compliance with
medications, treatments and self monitoring, Initiate graduation planning
from care management services and identify
sources for ongoing support

-Provide referral for Community Health
Worker to follow up with patient following
graduation from acute NCC intervention
-Identify specific disease management
behavioral modifications and for the
Community Health Worker to reinforce and
monitor for compliance

The patient will remain adherent
with treatment plan including
behavioral modifications to promote
optimal health and prevent avoidable
utilization

As applicable

Reinforce/review teaching provided
throughout NCC intervention. Review
progress made with goals of care and reinforce
need for continued efforts following
graduation from NCC intervention

Patient will verbalize understanding
of COPD, and signs and symptoms
of exacerbation. Patient will remain
adherent with treatment plan to
prevent avoidable utilization

COPD Care Plan:
Goal: Manage COPD
Effectively

Follow up Action
Triage active symptoms as per Epic Triage
Encounter protocol
Alert PCP/pulmonologist regarding active
symptoms
-If unplanned utilization occurred, identify the
reason for utilization and the precipitating
symptoms and whether Daily Action Plan was
followed

Desired Outcome
Active symptoms are triaged
appropriately to prevent further
decompensation

Care Plan Opportunities
COPD Care Plan:
Goal: Prevent COPD
Exacerbation

-Preventable unplanned utilization
will be avoided
-The patient will utilize Daily Action
Plan to assess symptoms and take

COPD Care Plan:
Goal: Prevent COPD
Exacerbation

-Review any knowledge deficits or
adherence issues identified in the previous
encounters
-Follow up with all outstanding action items
identified in previous encounters
-Evaluate current compliance with
treatment regimen, goals of care and selfmonitoring of disease process

Sixth Encounter: Graduation *
Intervention
Assess for symptoms of COPD
exacerbation

Assess for any unplanned utilization
including ED visits, urgent care visits
and/or hospitalizations since last encounter
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-If Daily Action Plan was not followed,
identify/address barriers and reinforce usage

appropriate actions including
alerting providers

Review daily action plan for COPD
symptom management and reinforce need
to continue to refer to action plan for
ongoing symptom management

Review Green, Yellow and Red Zone
symptoms and appropriate treatments and
provider alert protocols

The Patient will be able to recognize
S/S of COPD exacerbation and
actively manage symptoms and seek
appropriate treatment to prevent
further decompensation and/or
unplanned utilization

COPD Care Plan:
Goal: Manage COPD
Effectively

Assess for/review any changes to
prescribed treatments and update plan of
care and ensure that PCP is aware of these
changes

Complete medication reconciliation if new
medications are prescribed including review
of purpose and side effects
Ensure that patient has been able to obtain
newly prescribed medications/treatments
Refer to MSHP Pharmacy and/or MSHP SW
as appropriate
Provide continued instruction
Review goals of care to assess if goals have
been achieved or if patient can independently
work towards achieving them

Patient will verbalize understanding
of and demonstrate adherence with
newly prescribed
medications/treatments

As applicable

Patient will demonstrate adherence
with treatment plan and continue to
self-monitor disease process to
prevent further decompensation and
unplanned utilization

As applicable

-Complete the CAT AssessmentEvaluate and address potential triggers for
worsening symptoms
-Alert provider (s) of significantly worsening
symptoms

The patient will be knowledgeable
regarding self-assessment of
symptoms and be able to identify
early signs and symptoms of COPD
exacerbation

COPD Care Plan:
Goal: Prevent COPD
Exacerbation

Reinforce smoking cessation if applicable

-Assist patient with working on measurable
goals of care such as reduction and/or setting a
quit date
-Ensure that patient has been linked to
appropriate smoking cessation program

Patient will actively engage in
smoking cessation

General Care Plan:
Goal: Improve Smoking Status

Review behavioral modifications that were
established and/or reinforced during
intervention and summarize plan for
sustainment/reinforcement of modifications

The patient will maintain or improve
upon all disease management
behavioral modifications that have
been addressed during the
intervention

As applicable

Instruct on importance of medical followup with physician/services

-Coordinate follow up visits/intervention with
Community Health Workers who can visit
patient in the community and observe and
reinforce behavioral modifications
-Ensure that patient is linked to appropriate
support services including smoking cessation
program, support groups, psychosocial
services and other community resources as
applicable.
-Ensure that the patient has needed
educational materials/references and resend
any missing materials
Refer to MSHP Care Coordinator if patient
needs ongoing appointment reminders

Ensure that patient has a follow up
appointment scheduled with PCP and
Pulmonologist

Refer to MSHP Care Coordinator if assistance
is needed with scheduling follow up
appointments

-Review any knowledge deficits or
adherence issues identified in the previous
encounters
-Follow up with all outstanding action
items identified in previous encounters
-Evaluate current compliance with
treatment regimen, goals of care and selfmonitoring of disease process
Assess the patients self-reported COPD
symptoms

Patient will attend all scheduled
appointments with heath care
providers
Patient will remain linked to PCP
and Pulmonologist and attend all
scheduled appointments

General Care Plan:
Goal: Establish regular followup with PCP
Goal: Establish care with
Specialty Provider

*Services can be extended beyond 6 encounters if patient continues to have ongoing uncontrolled symptoms, knowledge deficits,
adherence issues and/or other barriers.
Follow Up
Intervention
Monitor the patient’s status following the
intervention for a minimum of 6
additional weeks

Follow up Action
-Complete bimonthly chart reviews to assess
for unplanned utilization, missed
appointments, medication non-adherence or

Desired Outcome
Signs of decompensation or
behavioral relapse will be
addressed promptly to prevent
additional unplanned utilization
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Care Coordinator will continue to
outreach patient QOW x 6 weeks to
reinforce disease management behavioral
modifications, evaluate adherence and
identify any barriers to treatment plan

worsening clinical status and reengage
patient to address identified issues

and support optimal health of the
patient

-NCC will establish regular check-ins with
Care Coordinatorsr to receive updates on
patient’s status and address any issues that
have been identified.

The patient will maintain and/or
build upon disease management
behavioral modifications addressed
during intervention
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Appendix E
Patient Level Data Collection Through the Electronic Medical Record Used to Identify
High Risk Patients
Criteria

Description

Diagnosis of COPD and
date of first diagnosis
FEV1 and Date
Most recent smoking status
ED visits in past 12 months

Documentation of COPD in the patient’s
chart and date of first documentation
Date and value of most recent FEV1
Status with date of most recent assessment
Number of internal and external ED visits
within the past 12 months (all cause)
Number of internal and external ED visits
with primary diagnosis of COPD or
respiratory related condition in the past 12
months
Number of internal and external IP
admissions within the past 12 months (all
cause)
Number of internal and external IP
admissions with primary diagnosis of COPD
or respiratory related condition in the past 12
months
Date of most recent flu vaccine
Date of most recent pneumonia vaccine
Number of missed and last attended available
Last attended
COPD patients without a spirometer as
flagged from the disease management panel
report
Adherence percentage with filling
prescriptions for controller inhalers

COPD or respiratory related
ED visits in past 12 months

Inpatient admissions in past
12 months
COPD or respiratory related
Inpatient admissions in past
12 months
Date of flu vaccine
Date of Pneumonia vaccine
PCP visits
Pulmonologist visits
Absence of Spirometer

Medication adherence with
prescribed inhaler
treatments
Bronchodilator, date, and
refill
Leukotriene modifier, date
of first prescription, and
refill
Prescribed Long-acting
muscarinic antagonists,
date, and refill

List drug name, date of first prescription, and
most recent refill date
List drug name, date of first prescription, and
most recent refill date
List drug name, date of first prescription, and
most recent refill date
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Appendix F
Category/Template

Task
Perform chart review to identify key indications for care management services such as history
of unplanned utilization, uncontrolled symptoms, abnormal lab values, inconsistent
engagement with providers and issues with treatment adherence
Perform comprehensive clinical assessment
Perform Medication Reconciliation
Confirm establishment of health care proxy including identification of person and completion of
appropriate forms and refer to SW if assistance is needed
Review and reinforce ED diversion plan including: MyChart activation, assessing for ability to
do telehealth visit, reinforcing purpose of Urgent Care, and ensuring that patient is aware of
PCP’s office hours
Ensure that patient has all prescribed medications , DME and appropriate support services
Review for Interdisciplinary needs and ensure that patient has been connected to appropriate
interdisciplinary team members and providers
Confirm that patient is actively under the care of a PCP , has a follow up appointment
scheduled and is knowledgeable regarding recommended frequency for follow up visits

NCC General Nursing

No

Day 7
Day 7

No
No

Day 14

No

Day 14

No

Day 14

No

Day 28

No

Day 7

No

Ensure that PCP is aware of care management enrollment and establish line of communication

Day 7

No

Create patient- centered Care Plan to highilght agreed upon action steps for patient to follow

Day 7

No
Yes; same task regenerated with
due date +7 days if: task outcome
= complete AND task marked
completed
Yes; same task regenerated with
due date +7 days if: task outcome
= complete AND task marked
completed
Yes; same task regenerated with
due date +7 days if: task outcome
= complete AND task marked
completed
Yes; same task regenerated with
due date +7 days if: task outcome
= complete AND task marked
completed
Yes; same task regenerated with
due date +7 days if: task outcome
= complete AND task marked
completed

Assess for any unplanned utilization including ED visits, urgent care visits and/or
hospitalizations since last encounter. If unplanned utilization occurred, identify reason for
utilization and precipitating symptoms

Initial task due date is same day
task list added

applicable and ensure that PCP is aware of all treatment changes

Initial task due date is same day
task list added

Assess for signs and symptoms of clinical decompensation and disease exacerbation and
triage accordingly

Initial task due date is same day
task list added

Update and review progress towards goal obtainment on patient-centered Care Plan

Initial task due date is same day
task list added

Review prescribed medications with patient including dose, frequency, route, and adherence

Initial task due date is same day
task list added

Instruct on disease process (definition, signs and symptoms, causes) complications and
potential effects of non-compliance with treatment plan
Confirm that patient is actively under the care of disease appropriate specialist(s) , has a follow
up appointment(s) scheduled and is knowledgeable regarding recommended frequency for
follow up visits
Assess current smoking/vaping status , provide support with cessation and linkage to support
programs
Complete depression screening and provide appropriate follow up
Complete anxiety screening and provide appropriate follow up
Assess patient’s ability to cope with chronic diagnosis and identify and link to appropriate
source of support
Assess current pneumonia and influenza vaccination status, if applicable address barriers with
compliance and assist with obtaining vaccination

Day 28

No

Day 28

No

Day 14

No

Day 21
Day 21

No
No

Day 28

No

Day 14

No

Evaluate current compliance with treatment regimen, goals of care and self-monitoring of
disease process

Initial task due date is same day
task list added

Instruct on appropriate exercise including need for frequent rest periods and pacing of activities

Initial task due date is same day
task list added

Assess nutritional intake and instruct on dietary and fluid requirements as prescribed

Initial task due date is same day
task list added

Discuss end of life planning including establishment of health care proxy and advance
directives and refer to SW if additional support/follow up is needed
Provide education on stress management techniques

Yes; same task regenerated with
due date +7 days if: task outcome
= complete AND task marked
completed
Yes; same task regenerated with
due date +7 days if: task outcome
= complete AND task marked
completed
Yes; same task regenerated with
due date +7 days if: task outcome
= complete AND task marked
completed
No
No
No

Provide education on sleep hygiene

NCC DM Supplemental

Recurrence

Same day task list added

Assess for/review any changes to prescribed treatments and update EMR and care plan as

NCC DM

Due Date

Develop a plan to reduce the risks of falling (e.g. consistent use of glasses, cane, proper
lighting, remove clutter/loose rugs)
Assist patient with smoking cessation plan by identifying preferred methods of cessation and
establishing a quit date
Instruct on usage of automated BP cuff and keeping log of BP readings
Identify and promote behavioral change/s for member to promote adherence with prescribed
medications (specify)
Identify and promote behavioral change/s for member to promote adherence with prescribed
diet (specify)
Identify and promote behavioral change/s for member to promote increased levels of physical
activity (specify)

No
No
No
No
No
No

Identify and promote behavioral change/s for member to promote smoking cessation (specify)

No

Other (specify)
Complete CAT assessment and determine patient's COPD classification based upon CAT
assessment score and 12 month exacerbation history
Confirm that prescribed COPD medications are appropriate for current COPD stage
Assess for usage of oxygen therapy and respiratory equipment
Ensure that patient has had spirometry testing within the past year and/or has upcoming
spirometry testing scheduled
Instruct on avoidance of common triggers for exacerbation

NCC COPD

NCC COPD Supplemental

Day 7

No

Day 7
Day 7

No
No

Day 28

No

Day 28

No
Yes; same task regenerated with
due date +7 days if: task outcome
= complete AND task marked
completed
Yes; same task regenerated with
due date +7 days if: task outcome
= complete AND task marked
completed
Yes; same task regenerated with
due date +7 days if: task outcome
= complete AND task marked
completed

Review COPD Action Plan and reinforce adherence

Initial task due date is same day
task list added

Instruct on appropriate technique and usage of prescribed inhalers and assess for adherence

Initial task due date is same day
task list added

Complete CAT assessment to assess patient’s current self-reported COPD symptoms and
notify provider of significant changes

Initial task due date is same day
task list added

Instruct on purpose of pulmonary rehab and assist with referral if appropriate
Review purpose and contents of Rescue Kit and if needed, coordinate implementation of
rescue kit with patient and provider
Instruct on oxygen and/or respiratory equipment including proper usage, storage and
maintenance

No
No
No
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Appendix G
Targets
Complete first outreach to patient
Complete comprehensive/health assessment
Develop care plan with patient
Patient has demonstrated adherence,
understanding of all prescribed medications
and treatment plans
Patient is clinically stable and has been
connected with all necessary providers and
resources
Patient has established routine care with PCP
with next follow up appointment scheduled
Patient has verbalized understanding of and
adherence with disease specific action plan(s)
and is able to self-monitor and appropriately
escalate signs and symptoms of
exacerbation/decompensation
Patient is knowledgeable regarding disease
process and has established and maintained
behavioral modifications that promote
optimal health
Patient has established routine care with
appropriate specialist(s) with next follow up
appointment(s) scheduled
Patient has verbalized appropriate
administration technique and purpose for
prescribed inhalers and has demonstrated
adherence with treatments
Complete care plan with patient

Due Date
30 days after program added
14 days after program status updated to
active
21 days after program status updated to
active
42 days after program status updated to
active
42 days after program status updated to
active
42 days after program status updated to
active
56 days after program status updated to
active

56 days after program status updated to
active
56 days after program status updated to
active
56 days after program status updated to
active
63 days after program status updated to
active
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Appendix H
Care Plan
Template
NCC Disease
Management Care
Plan

NCC Disease
Management Care
Plan

Problem

Goal

Disease
Management

Organize my
care

Disease
Management

Improve selfmanagement

Tasks
•

My Important Phone numbers: (list
important numbers including Care
Management, PCP, transportation)

•

I will keep a list of my doctors’
information by____ (Specify agreed
upon plan for keeping track of
provider appointments and contact
info)

•

I will remember to make an
appointment with my PCP every
_____ (enter frequency) by______
(specify plan for adherence including
addressing/removing barriers)

•

I will remember to make an
appointment with my (Enter
Specialist) every ____ (enter
frequency) by______ (specify plan for
adherence including
addressing/removing barriers).

•

The next time I have a problem with
my appointments_____ (specify plan
for patient to address issues with
making/adhering to appointments
including who to contact)

•

I will keep my medications in _____
(Specify agreed upon routine such as
using a pre-pour box)

•

I will remember to take my
medications by _________ (specify
identified plan)

•

The next time I have a problem with
my medicine_____ (Insert how to
resolve recurring barrier).
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NCC COPD Care
Plan

COPD
Management

Improve selfmanagement

•

•

I will_____ (specify activity that
promotes exercise goal) for ___
(specify duration and frequency).

•

I will _____ (specify realistic action
steps that support dietary adherence
including frequency of activities)

•

I will quit/reduce smoking by ____
(specify proposed plan with tentative
quit date, specify specific strategies,
actions steps and support systems for
promoting smoking cessation)

•

I feel better when_________ (enter
patient identified health promoting
behavior) and I can support this
by______ (enter activities that
support this behavior)

•

Other: (specify)__________

•

I will remember to follow my COPD
Action Plan by_______ (Specify plan
for remembering to review action
plan on daily basis)

•

If I am not able to follow my COPD
Action Plan, I will_____ (Specify
plan for addressing difficulty with or
inability to follow action plan)

•

I will remember to take my controller
inhaler (insert name) by_____
(Specify plan to support adherence)

•

If I have a problem with taking my
inhalers/nebulizers, I will______
(Specify plan on how to address
issues with inhaler/nebulizer use
including removal of barriers and
who to contact)

•

I will avoid_____ (Specify triggers
such as smoke, dust, pollution) and
specify steps to avoid/reduce
exposure to triggers such as using air
filters, face masks etc.)

Other: (specify)__________
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